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SPINAL ARACHNOIDITIS.* 





By E. Graeme Rosertson, M.D. (Melbourne), 
M.R.C.P. (London), 


Honorary Physician to Out-Patients, Royal Melbourne 
Hospital; Honorary Physician to the Austin Hospital 
for Cancer and Chronic Diseases; Research Fellow in 
Neurological Medicine, Walter and Eliza Hall Institute 
of Research in Pathology and Medicine, Melbourne. 





ACCUSTOMED as we are to the rapid development 
of knowledge in neurology, to read the earlier 
reports on arachnoiditis has a chastening influence, 
and makes us realize that “there is no new thing 
under the sun”. 

Sir Victor Horsley (1909) states that cases of 
arachnoiditis are met with “more frequently than 














2Read at the fifth session of the Australasian Medical 
Congress (British Medical Association), August, 1937. 





tumours of the spinal cord”. He says: “They 
present the same symptoms—except certain minutiz 
—as tumours of the spinal cord.” These minutie 
should indicate the correct diagnosis. Little more 
is known of the pathology, wtiology or mode of 
production of symptoms than was known in 1909. 
Nor in the matter of treatment has the advance 
been great. Each of Horsley’s first twenty patients 
survived laminectomy and some made “= 
recoveries. 

The reader is referred to recent papers by 
Elkington®’ and Hinds Howell for references to 
the literature. In order to make the following 
remarks clearer, the pathological state encountered 
at operation will be described. Adhesions of vary- 
ing number and degree replace the normal filaments 
of tissue which traverse the subarachnoid space. 
The latter may be obliterated by dense adhesions 
or distended by collections of fluid under consider- 
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able tension, enclosed in loculi by the adhesions. 
The condition tends to occur chiefly upon the 
posterior aspect of the spinal cord. The disease 
probably produces its results by compression and 
ischemia of the spinal cord and the nerve roots. 
Pain is the most distinctive symptom. It usually 
commences over one or more spinal segments, and 
later becomes bilateral and spreads over a wide 
cutaneous area. It often has a burning, constricting 
quality, and is frequently influenced by posture, 
movement of the spine, straining and coughing. 
The pains may occur over widely separated areas, 
and may be accompanied by hypefesthesia or by 
diminished sensation. There may be slight or, in 
later cases, considerable involvement of the spinal 
cord. Signs of impairment of the pyramidal tract 
tend to develop first; sensory signs appear later, 
and disturbances of sphincteric function last of all. 
In some cases, particularly those in which a cystic 
variety of the disease is present, there may be little 
involvement of roots; but inquiry may elicit 
evidence of the peculiar type of pain characteristic 
of the disease. Especially valuable will this be if 
it is difficult to reconcile With a single compressive 
lesion. There may be a diminution of reflexes 
which can best be explained by a local involve- 
ment of roots. These, then, are the minutiz to which 
Horsley attached such significance. 


The etiology of the condition is obscure. 


Elkington,® in an analysis of 41 cases,—38 from 


the National Hospital, Queen Square, and three 
of his own—summarizes the position: 


These adhesions owe their existence to a low-grade 
inflammatory process which is probably of diverse origin. 
A history of spinal injury was obtained in nine cases, 
of syphilis in four cases, of meningococcal meningitis in 
two cases, of gonorrhea in four cases, and of other systemic 
infection in six cases. In eighteen cases no cause 
whatsoever could be traced. 


Reports of Cases. 


From a series of twelve cases under my own 
observation, five have been chosen as being worthy 
of report. 


Cervical Localization. 


Case I.—M.J., a female, married, aged forty-two years, 
was first seen in November, 1936. Four weeks previously 
she had wakened, feeling shaky and ill; headache com- 
menced, and in the afternoon she vomited. On attempt- 
ing to arise the next morning she experienced pain at 
the back of her head and neck. The top of her head 
felt tender, and an attempt to elevate her head induced 
headache. few minutes after relinquishing any 
attempt to lift her head the headache would cease. She 
felt comfortable when lying quietly. These symptoms 
continued with varying severity. When erect she held her 
head very stifiy and supported it with her hands, for 
any movements increased the pain. Straining at stool 
caused very severe exacerbations. ; 

In the week prior to examination ‘she had experienced 
throbbing, bursting, frontal headache when lying 
down. The occipital and nuchal pain she felt only 
when she raised her head. For two months before the 
abrupt onset, whenever she strained at stool, she had 
noticed similar, but milder, pain at the back of her head 
and neck. 

Examination revealed ptosis of the left upper eyelid. 
The tongue was protruded slightly to the left side, and 





“week before 


there was some irregularity, suggesting wasting, of its 
left border. The power, tone and coordination of all 
muscles were normal. There was no wasting or- fibrilla- 
tion. The deep reflexes were symmetrically exaggerated, 
the abdominal reflexes were equal, and the right plantar 
response was less definitely flexor than the left. Sensation 
was normal. There were slight rigidity and limitation 
of movement of the cervical part of the spine, but no 
tenderness on percussion over it. X ray examination 
revealed no abnormality of the cervical vertebre or skull. 
The pressure of the cerebro-spinal fluid was 40 millimetres 
of water, and jugular compression produced no rise. The 
fluid was clear and slightly yellow in colour. It con- 
tained six lymphocytes per cubic millimetre and 0-14% 
of total protein; the globulin was increased in amount. 
There was no reaction to the Wassermann test. At a later 
date, after confirmation of the subarachnoid block, two 
cubic centimetres of ascending lipiodol were introduced. 
After two hours the rise of the lipiodol was obstructed just 
below the arch ef the atlas, and the upper margin was 
V-shaped (Figure I). A. similar appearance obtained 
five hours later. At operation, Dr. Hugh Trumble found 
the lipiodol to be collected below a thin filmly partition 
which obstructed the subarachnoid space. This membrane 
was divided; but so gossamer-like was it that no tissue 
could be removed. The cerebellar tonsils were normal. 
Careful exploration revealed no tumour or other adhesions. 
The patient made an uninterrupted recovery, and has 
remained well ever since. 


The disparity between the severe symptoms and 
the extreme delicacy of this membranous partition 
is remarkable. Although the partition caused a 
complete subarachnoid block, it is doubtful whether 
it would have been seen or realized to be the cause 
of the symptoms had the lipiodol not been present 
when the region was exposed at operation. 


The occurrence of frontal headache, so severe as 
to suggest internal hydrocephalus, will be referred 
to in connexion with the next case. The absence of 
any physical signs indicating destruction, and the — 
presence of a single tent-like adhesion, making 
division easy and reformation unlikely, constitute 
an admirable case for cure. It is doubtful whether, 
without previous experience of a similar case, a 
diagnosis of arachnoiditis would even be suggested. 


Localization in the Cervical and Upper Dorsal Region. 


CaseE II.—S.M., a female, married, aged thirty-eight years, 
was first seen by me in September, 1935. When eighteen 
years of age she had fallen from a horse and struck her 
right eyebrow and right shoulder. Her neck was stiff and 
sore for some time afterwards. After two pregnancies 
she suffered from pain referred to the left wrist. During 
the third pregnancy, in 1931, she suffered from violent 
headaches across the forehead and at the vertex, and pain 
at the back of the neck. Two days after the birth of 
the last child, in September, 1934, the left wrist again 
became painful and she noticed pain in the right wrist. 
In January, 1935, the tfuscles of the back of her neck 
ached and felt stiff, and she suffered from generalized 
headache, which was induced by exertion and dispersed 
by rest. Burning pain commenced to radiate from the 
cervical part of the spine to the left hand, and she 
occasionally felt “pins and needles” in the finger-tips. 
The hand became progressively weaker and its muscles 
wasted. The pain was particularly severe when she 
raised her arm, so that eventually she had to eat lying 
down. If she stepped down suddenly she felt “an electric 
shock” pass from both armpits to the fingers. In April, 
1935, the right arm and hand commenced to become weak, 
and the muscles of the hand wasted. She continued to 
suffer from frontal headache. When tired, she felt pain 
at the back of her head and neck. Twice during the 
examination her left leg had felt tired 
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and had ached as she walked. There was no sphincteric 
disturbance. 

On examination on September 23, 1935, the cranial 
nerves were found to be normal. There was wasting of 
the spinati and deltoids on both sides; the intrinsic 
muscles of both hands, but more especially of the left, 
were grossly wasted. No fibrillation was seen. Abduction 
of the left shoulder and extension of the left elbow 
were noticeably weak. The grip of the right hand and 
its intrinsic muscles were weak; grip and intrinsic muscles 
of the left hand were very weak. The lower limbs were 
normal. The tendon reflexes of the upper limbs were 
diminished, especially on the left side. The knee and 
ankle jerks were extremely active. The abdominal reflexes 
were absent; the right plantar response was equivocal; 
the left plantar response was flexor. Sensibility to light 
touch, pin-point and temperature was diminished over the 
fourth to the eighth thoracic dermatomes, especially on the 
left side. There was slight hypoalgesia over the left 
fingers and the medial side of the lower two-thirds of 
the left leg. Discriminative .forms of sensation were 
normal. There was no limitation of movement of the 
spine; but percussion over the lower cervical spines elicited 
tenderness. A diagnosis of spinal arachnoiditis was 
made with some certainty because of the following points: 
(i) the extensive area affected by the pain, which was of 
burning quality and was characterized by periods of 
remission; (ii) the intimate relation of pain to posture; 
(iii) the diminution of sensibility over the fourth to the 
eighth dorsal and the left fifth lumbar dermatomes, which 
was evidence of the dissemination of the process; (iv) the 
wasting and weakness of muscles supplied by segments 
from the fourth cervical to the first dorsal, and reflex 
diminution, which indicated further dissemination and 
involvement of the motor roots; (v) the slight involve- 
ment of the pyramidal tract and the absence of evidence 
of implication of other conduction pathways. 

The cerebro-spinal fluid was under a pressure of 30 
millimetres of water. Jugular compression gave evidence 
of a partial subarachnoid block. The fluid was clear and 
colourless, and contained one lymphocyte per cubic milli- 
metre, 0-03% of protein, and a normal amount of globulin. 
Neither the blood serum nor the cerebro-spinal fluid 
reacted to the Wassermann test. X ray examination 
revealed normal vertebre. On September 25, 1935, lipiodol 
was introduced into the cisterna magna and observed 
under the fluorescent screen. Descent on the left side ceased 
over the fourth cervical vertebra; on the right side the 
oil fell very slowly through the cervical region and spread 
out over the seventh cervical vertebra. Films taken at 
this stage, 15 minutes after the injection, revealed scattered 
beads down the right side of the canal from the level 
of the third to the seventh cervical vertebra. A large 
accumulation, with a convex border directed downwards 
and medially, was present on the left side of the canal at 
the level of the seventh cervical vertebra (Figure II). 
There were a few small droplets throughout the thoracic 
region. This picture was reproduced twenty-four hours 
later. Some*of the lipiodol passed down the spine 
immediately after injection. 

On September 29, 1935, Dr. A. E. Coates removed the 
lamine of the third cervical to the fourth thoracic 
vertebrae. The dura appeared normal, the arachnoid 
appeared to be irregularly thickened, and a number of 
adhesions displaced the cord to the left side. The adhesions 
were divided by blunt traction and bya scalpel. 

After the operation progress was remarkable. The 
patient was completely free of headache and pain and 
noticed a rapid improvement in the strength of her hands 
and arms. When she was examined in July, 1936, there 
was no detectable wasting in her upper limbs, and the 
power was excellent, and in March, 1938, it was difficult 
to find any abnormal physical signs. 


The occurrence of frontal headache in both 
patients with cervical arachnoiditis is a point of 
considerable importance. The rapid disappearance 
of the loss of power and of the wasting indicates 
that the impairment of the motor roots was an 





interference with conduction along axones which 
remained intact. 


Case III.—V.MclI., a male, aged thirty-three years, was 
seen on September 22, 1936. He stated that a year before, 
after the subsidence of an attack of cystitis, he had experi- 
enced a burning feeling across the abdomen above the 
umbilicus. This feeling had later commenced to travel 
around tthe left loin. It returned at intervals, usually 
commencing during the afternoon and disappearing about 
two hours after the evening meal, when he was resting. 
Standing for long hours increased the pain and lying down 
diminished it. Immediately after finishing his evening 
meal, he often felt a tight, constricting feeling around 
the upper part of his abdomen; this lasted for about an 
hour and a half. Alkaline powders gave some relief. 
Sometimes on awakening in the morning the upper part 
of his abdomen felt tender and raw. When standing :he 
sometimes felt a dull ache in the left iliac fossa. During 
September, 1936, when. arising in the morning, he had 
sometimes experienced a dull frontal headache. When 
questioned, he recollected having a raw feeling along 
the upper border of the right trapezius at intervals since 
1922, usually while he was playing the piano. 

On examination the cranial nerves were found to be 
normal. There was no weakness, wasting, incoordination 
or abnormality of tone of the limbs. The deep reflexes 
in the left upper limb were normally active; the right 
biceps and supinator jerks were absent; the triceps jerk 
was diminished. The knee and ankle jerks were equally 
hyperactive. The upper abdominal reflexes were absent, 
the middle and lower were active. The left plantar 
response was not quite so definitely flexor as the right. 
All types of superfieial sensibility were diminished over 
the region of supply of the upper seven cervical segments 
on the right side, over the fifth to the ninth dorsal 
segments on the left side, and to a lesser degree over a 
similar area on the right side. There was no rigidity 
or tenderness of the spine. The patchy involvement of 
sensory roots over wide areas, explaining the sensory 
and reflex loss in the upper limbs and trunk, the type of 
pain and its intimate relationship to posture, and. the 
slight signs of involvement of the pyramidal tracts, 
suggested a diagnosis of spinal arachnoiditis. 

He was admitted to the Royal Melbourne Hospital for 
investigation. X ray examination of the spine revealed no 
abnormality. The cerebro-spinal fluid was under an initial 
pressure of 110 millimetres of water, and rose rapidly to 
200 millimetres of water on bilateral jugular compression, 
and fell rather slowly on release of pressure. The fluid was 
clear and colourless, and contained one large mononuclear 
cell per cubic millimetre and 0-04% of total protein. There 
was no increase of globulin; the colloidal gold test was 
normal. There was no reaction to the Wassermann test. 

The descent of lipiodol was rapid in the cervical region, 
and a small amount fell rapidly to the sacrum. Three 
separate collections were held up for hours in the dorsal 
area (Figuré III). The patient was by no means incapaci- 
tated by his disease, and he preferred to wait before 
having any operation performed. 

In June, 1936, Selinsky™ published a paper advocating 
the use of deep X ray therapy in the treatment of spinal 
arachnoiditis, and the results being good, it was decided to 
attempt to relieve the patient’s discomfort by this means. 
After two full courses of radiation, on July 23, 1937, he 
reported that he was more comfortable and able to enjoy 
his work. There was no definite change in the physical 
signs; the two areas of diminished sensibility on the 
right side had coalesced and the loss was more profound. 
The reflexes were extremely active in the lower limbs; 
but the plantar responses were definitely flexor. 


Deep X ray therapy has certainly made life more 
bearable for the patient, but, as would be expected, 
has had no influence upon the underlying cause. 
Indeed the anesthesia has increased and pain has 
appeared on the other side of his neck: -Deferring 
operation may allow more destruction of esseritial 
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elements. Should pain persist after operation, deep 
X ray therapy may be very useful. 


Predominantly Dorsal Localization. 


The next case is included because of the interest 
of the associated conditions. Although a menin- 
gioma was found at operation, it was too small 
to produce the physical signs, which probably 
depended upon an extensive arachnoiditis. 


Case IV.—H.W., a male, aged thirty-seven years, had 
complained of headaches on each side of his skull, behind 
the eyes, for two years. During part of this period he had 
been undergoing treatment for pulmonary tuberculosis. His 
right leg had become progressively weaker, and during the 
previous six months he had noticed a severe aching pain 
in the back of his neck, which was increased by stooping 
or turning his head to either side. Examination revealed 
a very active jaw jerk, wasting of the first dorsal inter- 
osseous muscle on the right side, and flattening of the 
left hypothenar muscles. There was weakness of flexor 
movements in the lower limbs, with a great increase of 
extensor tone, more marked on the right side. Some 
fibrillary tremor was observed in the glutei and in the 
calf muscles. The deep reflexes were extremely active, 
especially in the lower limbs. The abdominal reflexes were 
diminished. The plantar reflexes were extensor. There 
was no obvious sensory loss. A provisional diagnosis of 
amyotrophic lateral sclerosis was made. At a later exam- 
ination, however, slight hypoalgesia was discovered below 
the seventh thoracic segment. The cerebrospinal fluid 
was under an initial pressure of 130 millimetres of water, 
and the responses to jugular compression were normal. 
The fluid was normal. There was a chronic tuberculous 
lesion of the apex of the right lung. 

After cisternal injection lipiodol was found to be 
seattered in the cervical region and upper part of the 
dorsal region, the largest collection being at the level of 
the fifth dorsal vertebra (Figure IV). After twenty-four 
hours most of the lipiodol had left the cervical region, 
and there was a larger accumulation at the lower level. 
After the injection, for some time, the patient suffered 
from a burning pain around the lower part of the chest, 
particularly on the left side. He then remembered having 
had “touches” of a similar but much less severe pain for 
some months. 

Upon removal of the fourth and fifth thoracic lamine, 
Dr. Henry Searby exposed a small meningioma, 5-0 milli- 
metres long by 3-0 millimetres in its other diameters, as 
well as definite meningeal adhesions. The former was 
removed, the latter were separated. The patient was more 
comfortable after operation; but the spasticity has 
increased, and since being on his feet the pain has 
returned. 


A diagnosis of amyotrophic lateral sclerosis was 


originally made. 
of the pain and the discovery of slightly diminished 
sensation to pin point at a lower level indicated the 
necessity for further investigation, which resulted 
in a diagnosis of spinal arachnoiditis. At operation 
a small meningioma was found in addition to the 


adhesions. 


Location in the Cauda Equina. 

Case V.—D.R., a farmer of fifty-nine years, was first 
examined on November 16, 1936. While walking two 
months previously he had felt a stabbing pain in the back 
of the right calf, which had made him drop to the ground. 
He had been able to walk home, although the right leg 
seemed to be weak. When he reached home he was unable 
to micturate or defecate, and there was a numb feeling 
from the waist down the sides of both lower limbs. Pain 
from the back of the pelvis to the right groin and behind 
the knee and calf remained, and the weakness in lis 
right leg rapidly increased, so that he was unable to 


Attention to the characteristics. 








move his ankle or toes. He was able to tell when his 
bladder was full, and experienced the normal desire to 
pass urine, but was unable to do so. He was constipated; 
but after taking purgatives he would feel a sudden desire 
to defecate and was unable to control precipitant 
evacuation. The sensation of passage through the anus 
was diminished. A week after the onset he felt pain 
“under the skin in front of the left thigh”, and his left 
leg became weak. Gradually the pains on both sides 
disappeared. Examination revealed no abnormality, of 
cranial nerves, upper extremities or trunk. The lower 
limbs were generally wasted, especially the pretibial and 
calf muscles, and occasional fibrillation was seen. There 
was slight weakness of all movements at the hips, abduc- 
tion alone being very weak (fourth lumbar nerve). 
Fiexion and extension of both knees were weak (fourth 
and fifth lumbar nerves). Ankle and toe movements 
were absent. The glutei (first sacral nerve) were wasting 
and contracted very poorly. The pelvic diaphragm and 
external anal sphincter (third, fourth and fifth sacral 
nerves) were completely paralysed. The deep reflexes in 
the upper limbs were normal. The right knee jerk was 
present, the left absent (fourth lumbar nerve). Both 
ankle jerks were absent. The abdominal reflexes were 
active. No response was elicited on plantar stimulation 
(first sacral nerve). 

There were slight hypogwsthesia and hypoalgesia over 
the third, fourth and fifth sacral segments on the right 
side, and a slight reduction over a smaller area on the 
left side. There appeared to be a slighter but definite 
reduction of sensation to pin-point below the second 
lumbar segment on both sides. Appreciation of vibration 
was reduced over bony points of the left ankle and foot, 
and slow movements of the great toes were not appreciated. 
The rectum was full of hard feces. The sphincters were 
relaxed and there was no contraction in response to move- 
ments within the anal canal. The iumbar spine was 
rigid and immobile. He was unable to micturate and the 
urine was grossly infected. 


The disparity between the motor and sensory involvement 
and the severity of the pains suggested that nerve roots, 
rather than the conus medullaris, were involved. The onset 
of symptoms was more abrupt than in the cases of neuritis 
of the cauda equina described by Forster Kennedy and 
Elsberg;® but this was thought to be the probable 
diagnosis. A neoplasm was unlikely to cause such an acute 
onset, although the possibility could »..t be excluded. 


X ray examination of the spine revealed a generalized 
osteoarthritis. An attempt to obtain fluid by puncture 
between the fourth and’ fifth lumbar vertebre failed. 
In the space above fluid ‘was obtained under an initial 
pressure of 120 millimetres of water. The pressure rose 
and fell normally on jugular compression. The fluid was 
clear and faintly yellow in colour. It contained three 
lymphocytes per cubic millimetre, 0-3% of total protein 
and an increased globulin content. Neither blood serum 
nor cerebro-spinal fluid reacted to the Wassermann test. 

Five minutes after injection lipiodol accumulated, with 
an irregular lower margin, between the fourth and fifth 
lumbar vertebre, with a thin streak running down the 
right side (Figure V). The cisternal fluid was clear and 
colourless, and contained no cells; it contained 0-035% of 
total protein. i 

It was believed that the findings were best explained 
by a neurofibroma growing from the left fifth lumbar 
root; but because the history favoured an inflammatory 
lesion, it was decided to temporize. 

Three weeks later the patient was placed on a tilting 
table, and it was found that lipiodol was obstructed in 
its upward passage at the level of the upper half of the 
fifth lumbar vertebra. Slowly some of the lipiodol passed 
the partial block, the upper level of which was again 
demonstrated after the patient’s head had been elevated. 

The absence of improvement and the definiteness of the 
block made further delay seem inadvisable. In exposing 
the dura, Dr. W. G. D. Upjohn dissected away a con- 
siderable amount of sclerosed fibro-fatty material. The 
theca was found to be compressed to less than its normal 
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diameter and when it was opened there were numerous 
adhesions at the level of the blockage indicated in the 
X ray films. No tumour was seen. The nerves of the 
cauda equina were dissected free of adhesions and from 
one another. The patient is now able to walk half a 
mile without a stick, but is still unable to move the right 
toes. He regained the power of micturition; but it is the 
type of evacuation characteristic of a lesion of the cauda 
equina.” He can control defecation if he has not to wait 
too long. It is suggested that the arachnoidal adhesions, 
binding together the roots of the cauda equina, were 
secondary to an acute neuritis of the roots. 


Summary. 

There is little point in summarizing the features 
of these cases, which are chiefly of the radicular 
type. The type in which .roots are little affected 
and the spinal cord predominantly involved is 
represented by one case only. In two instances the 
history was extremely short, and these cases are 
perhaps the most interesting. In both the total 
protein content of the cerebro-spinal fluid was 
raised. It is suggested that one case was secondary 
to an acute neuritis of the roots of the cauda equina. 
There was a complete subarachnoid block in one 
case, a definite but incomplete block in another, 
and in a third the rise of pressure in response to 
jugular compression was limited in range and the 
fall was slow. In one instance puncture at the 
level of the lesion resulted in a “dry tap”; at a 
higher level the result of Queckenstedt’s test was 
normal. In each instance an abnormality of the 
subarachnoid space was revealed by the injection of 
lipiodol. In most instances small amounts were 
scattered over considerable areas, or several small 
accumulations were seen. These usually corres- 
ponded to the levels suggested by the symptoms 
and signs; but the X ray films usually suggested 
a wider dissemination of the adhesions than was 
indicated by the symptoms and signs. Some of the 
lipiodol passed in uninterrupted fashion down the 
theca, but some was caught in small sacs, from 
which it did not escape unless the patient was 
inverted. In three instances the diagnosis was 
possible upon clinical grounds alone. Operation 
was remarkably effective in two cases. 

Deep X ray therapy diminishes pain, but has no 
influence upon the underlying cause. 

The result of operation probably depends upon 
the length of the spinal cord involved, the presence 
of secondary changes in the cord, and the duration 
of the disease. 

Experience in the case included in this paper and 
in other cases suggests that the prognosis is poor 
when the roots of the cauda equina are extensively 
involved. The large area affected and the difficulty 
in separating the extensive adhesions between roots 
create operative difficulties. 
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Like cretinism, the so-called “adreno-genital 
syndrome” was recognized during infancy and 
childhood long before its occurrence in adult 
women was realized. Even before puberty this 
syndrome is predominantly an affection of the 
female; after puberty it seems to be limited to the 
female sex. In 1933 Lisser made a careful study 
of the reported examples of the adreno-genital 
syndrome occurring in male children and accepted 
nine cases only; but he appears to have been a 
little over-critical in his selection of genuine cases. 

The adrenal cortex, which probably reaches its 
maximum size in the feetus of about eight months, 
may be regarded as “gonadic” in origin, as it 
develops from the mesoblastic urogenital ridge. At 
birth the adrenals are usually much larger than the 
kidneys. The size of the adrenals at this age is 
mainly the result of hypertrophy of the cortex 
and particularly of the so-called “androgenic zone”. 
This “androgenic zone” probably represents the 
embryonic boundary tissue between the cortex and 
the medulla, and hyperplasia of its cells would 
seem to be the main factor in the production of the 
various types of adreno-genital disturbance in 
children. This tissue, in conjunction with the rest 
of the adrenal cortex, undergoes very rapid involu- 
tion after birth, and is rarely present after the 
infant has reached ten to twelve months of age. 

Grollman (1936) and others have postulated that 
hyperplasia of this “juxta-medullary” or “andro- 
genic zone” is associated with the production of the 
adreno-genital syndrome, probably as a result of 
an upset of the endocrine balance, and not as a 
direct result of an excess of cortical hormone. 

Broster and Vines (1933) examined adrenals 


syndrome, and were able to demonstrate the 
“androgenic zone” by its special affinity for a 
fuchsinophile stain which differentiated it from 
normal cortical tissue. In some of these adrenals 


fact that there was no macroscopic abnormality of 
the cortex. Further studies by the same. workers’ 
have shown that the fuchsinophile reaction is most 








removed from patients with the adreno-genital’ 


the fuchsinophile reaction was noted despite the’ 
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marked in the fetus, and that it is more pro- 
nounced and lasts longer in the male than in the 
female fetus. 

The clinical picture of adreno-cortical disturb- 
ances appears to vary with the age at which the 
morbid changes begin, and with the sex of the 
subject; the masculinizing effect seems to be 
manifest in both sexes—in females_throughout life, 
in males during childhood only. 


The Adreno-Genital Syndrome. 

The following represents an attempt at approxi- 
mate classification of the various modifications of 
the adreno-genital syndrome which may be 
encountered during infancy and childhood. 

There are two main divisions: (i) intrauterine 
virilism and (ii) virilism in infancy and childhood. 

Intrauterine Virilism—If hyperplasias or 
tumours of the cortex arise’ before sexual 
differentiation has occurred, then female pseudo- 
hermaphroditism may result; the appearance of the 
child and of the external genitals approaches the 
male type, but the pelvis contains uterus and 
ovaries. If this disorder arises later in foetal life, a 
less evident degree of pseudo-hermaphroditism will 
result. 

Virilism in Infancy and Childhood.—The clinical 
disorders resulting from hyperplasias or tumours 
of the adrenal cortex during infancy and childhood 
may be classified as follows: (i) Classical 


“virilism”, which occurs in females only, usually 
begins at about three to four years of age, and is 
rarely, if ever, accompanied by excessive muscular 


development. (ii) Apparent hypergonadism, 
associated with hypertrichosis and some obesity, 
constitutes a syndrome which may occur in either 
male or female children. The obesity which usually 
accompanies this syndrome ~~ resembles the 
“heaviness” of middle age and is surprisingly 
unlike the usual obesities of childhood. In the 
later stages of this syndrome the features may 
become plethoric and purple strie may appear 
(contrast Cushing’s syndrome). (iii) The “infant 
Hercules type” (Parkes Weber) which occurs in 
males only, and usually begins at about three to 
four years of age. 

These unduly muscular children of the “infant 
Hercules” type usually have a somewhat adult 
appearance, and may exhibit pronounced enlarge- 
ment of their external genitals, associated with 
some hypertrichosis and other secondary sex 
characteristics. The enlargement of the external 
genitals may or may not be associated with 
sexual activity. As a result of the hypergonadism, 
ossification and dentition are hastened, and there is 
early union of the epiphyses. Although this is a very 
rare syndrome, it is one which Naturally attracts 
popular and medical attention, and several clinical 
reports of apparent examples of this disturbance 
may be found in the medical literature of the 
eighteenth and nineteenth century. Wood has 
described a boy (born in 1729) who at five years 
of age could carry a man of fourteen stone and had 





a hairy body which exhibited every sign of puberty. 
In 1742 Geoffroy described a boy of three and a 


| half years whose size and strength made him a 


“prodigy of virility” and whose pubic hair and 
external genitalia conformed to those of the adult 
male. In 1747 Dawkes described a boy of three 
years who exhibited marked hirsutism and adult 
genitalia, and who could throw with ease a black- 
smith’s hammer weighing seventeen pounds. 

The term “infant Hercules” was originally sug- 
gested by Anthony White, who described in 1809 a 
boy of three years exhibiting the signs of precocious 
puberty and great muscular development, and 
stated that his body was “nearly the exact repre- 
sentation of the Farnese Hercules reduced”. As 
Guthrie, Emery and others have suggested, it is 
reasonable to assume that the legends of Hercules 
and Samson may have originated from the observa- 
tion of cases of this type. 

The essential abnormality is a gross disturbance 
of the time factor of growth and development, 
changes which should occur in adolescence being 
projected into earlier life in an exaggerated form. 

This “infant Hercules” type of adreno-genital 
syndrome is well illustrated by the following case 
history. 


Case History. 

R.D., aged twelve years, was referred to one of us 
(L.D.) by Dr. W. Kemp Bruce and Dr. Gordon Tait. 
He had been brought before the Children’s Court for 
minor sexual delinquencies, and the authorities concerned 
with his care had considered that some physical abnor- 
mality might have been responsible for his behaviour. 

Inquiries elicited that there were no obvious endo- 
crinopathies in the family. Three other children are 
normal; the father has a‘cleft palate and hare-lip. 

The patient weighed 3-6 kilograms (eight pounds) 
at birth, after a normal labour; the mother’s health was 
satisfactory during pregnancy. His appearance and 
progress during the first three or four years of life were 
normal. At the age of f or five years it was noticed 
that his genitals were unduly large and that he had a 
definite growth of pubic hair. At seven to eight years of 
age his father found it necessary to shave him every 
ten days; he is now shaved twice a week. At eight years 
of age his powerful muscular development became 
apparent, and various feats of strength were noticed; 
he was then able to lift a bag of cement. Although he 
has had apparent adult development of his external 
genitals for about seven years, there has been no evidence 
of sexual function until the last year or so. The maturity 
of his face and voice were noticed at about nine years 
of age (that is, at least a year before any evidence of 
sexual function). His failure to grow in height has been 
obvious over the past two or three years. 

This boy, when fully clothed, had the appearance of a 
short, stocky adult. s usual unshaven condition 
accentuated this maturity; his clean-shaven face revealed 
the scars of healed acne vulgaris, and similar scars were 
present on his body. When he was stripped, his powerful 
muscles were obvious, and were made more so by volun- 
tary contraction. His quadriceps and pectoral muscles 
resembled those of a lean and vigorous labourer. His 
short stature was more striking with the demonstration 
of his muscular development (see illustrations). The adult 
proportions of his genitals were unmistakable; his voice 
was.that of an adult male. 

In the ward he was helpful, cooperative and of quiet 
demeanour. It was evident that this boy was the victim 
of some endocrine imbalance, and investigations were 
carried out to endeavour to determine its nature, The 
results of these investigations follow. 
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Radiological examination of the osseous system revealed 
that all the epiphyses were firmly united, indicating an 
osseous age of not less than twenty years (see figures). 
No evidence of abnormality was seen radiologically in the 
skull; the pituitary fossa was normal, and there was no 
evidence of pineal calcification. 





Ficure V. 
Photograph of patient with a boy of the 
same age. 


Excretion urography was carried out with “Uroselectan”. 
Excretion was good and equal from both kidneys, which 
were normal in size; all the calyces.were well filled, with 
no evidence of deformity or abnormality. After perirenal 
insufflation, skiagrams were taken ten minutes, eighteen 
hours and twenty-four hours after the injection of air. 
The suprarenals and kidneys were well defined, and no 
alterations in size or outline were found (see Figures 
I and II). “4 

No abnormality of the heart shadow or of the lung 
fields was found radiographically, and there was no 
radiographic evidence of thymic enlargement. The 
urine was examined, and in the centrifuged deposit 
a few spermatozoa only were seen. The creatinine 
content of the urine was 0-27 gramme per 100 
cubic centimetres of urine. The result of the Ascheim- 
Zondek test was negative. Estimations of sex hormones 
in the urine are being carried out by Dr. Trikojus, of 
the University of Sydney, in cooperation with A. G. 
Schering, of Berlin, Germany. 

The fasting blood sugar estimation revealed 106 milli- 
grammes of glucose in 100 cubic centimetres of blood. 
The response to the glucose tolerance test was normal. 
The blood urea content was 30 milligrammes per 100 
cubic centimetres; the blood uric acid content was 1-5 
milligrammes per 100 cubic centimetres; the blood 
cholesterol content was 36 milligrammes per 100 cubic 
centimetres of plasma. The blood serum ‘did not react to 
the Wassermann test, and the result of the Kline test for 
syphilis was negative. 

The basal metabolic rate was + 14%. 


The boy’s measurements were the following: 


Se re ee 147-0 centimetres (59 inches) 
Symphysis to soles ...... 72-5 centimetres (29 inches) 
Symphysis to vertex ..... 75-0 centimetres (30 inches) 

MEY ceus's-4@ Malta a0 tree 6.8 152-0 centimetres (61 inches) 


Circumference of chest .. 80-0 centimetres (32 inches) 
Circumference of abdomen 70-0 centimetres (28 inches) 
Circumference of head ... 55:0 centimetres (22 inches) 


The honorary dentist, after carrying out clinical and 
X ray examinations, considered the dental age of the boy 
to be about eighteen to nineteen years. 

No abnormality was found on examination of the cranial 
nerves or of the rest of the nervous system. The optic 
disks and fundi were normal, and the fields of vision, 
tested with three-millimetre and ten-millimetre white 
objects at a distance of one metre with the Bjerrum screen, 
were normal. 


} 
| 


The systolic blood pressure was 140 and the diastolic 
80 milligrammes of mercury. On rectal examination 
the prostate was easily felt; it gave the impression of 
being slightly smaller than normal adult size. The seminal 
vesicles could not be felt; the examination caused some 
turgescence of the corpora cavernosa. Examinations of 
the other systems revealed no abnormality. The striking 
muscular development has already been mentioned; this, 
with the swarthy but not pigmented skin, is well shown 
in the illustrations. 

Intelligence tests suggested a mental age of ten years 
and an intelligence quotient of 81 (Dr. W. Kemp Bruce). 

Perirenal insufflation of air was carried out by one of 
us (R.J.) in an endeavour to visualize the adrenals. This 
procedure was first introduced by Carelli in 1921. Refer- 
ence was made to the writings of Mencher, Cahill and 
Cahill et alii, who, among others, have since used this 
method. The technique employed was that described by 
Mencher. It was found that when the needle was in the 
perirenal space the air flowed freely but slowly at from 
six to twelve inches of gravity pressure from a pneumo- 
thorax machine. Careful aspiration for blood was per- 
formed with a 20 cubic centimetre syringe before an 
attempt was made to introduce the air. The right side 
was injected first with 450 cubic centimetres of air; one 
week later the left side was injected with a lesser amount 
of air (350 cubic centimetres), as it was felt that the 
smaller amount would give adequate visualization. No 
immediate ill effects were noticei, nor did subsequent 
significant complications ensue. On the left side some air 
found its way into the upper part of the thigh and the 
testicle. Rowing exercises, as described by Mencher, were 
not carried out. On each occasion the patient complained 
of some discomfort in the loin and of pain about the corres- 
ponding shoulder. Skiggrams were taken in the antero- 





Figure VI. 


Photograph of patient illustrating adult genitalia and 
muscular development. 


posterior and oblique positions at ten minutes, eighteen 
hours and twenty-four hours after the injections. Visualiza- 
tion of the kidney outlines was better in the ten-minute skia- 
grams; the outline of the adrenals in this patient seemed 
to be more clear when some of the air had been absorbed. 
Whether this is generally so or not, it is felt that skia- 
grams taken at the later periods may give different 
visualization of outline and perhaps further information. 
Cahill injects from 200 to 250 cubic centimetres of air, 
and has skiagrams taken twelve, eighteen and thirty-six 
hours later. Menché? uses up to 550 cubic centimetres 
of air, and prefers to interpret from X ray photographs 
taken about ten minutes: later. The use of excretion or 
retrograde pyelography while the air remained around the 


| kidney would give interesting results. 


This boy’s abnormal muscular and _ sexual 
development, which were both apparent at four 
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years of age, the abnormally early appearance of 
hirsuties and of his other somewhat exaggerated 
sex characteristics, and the undue maturity of his 
expression and manner, are classical features of the 
so-called “infant Hercules” type of the adreno- 
genital syndrome. 

Confirmation of this diagnosis of an adreno- 
genital disturbance must be difficult in the absence 
of any positive evidence of an adrenal tumour, and 
necessitates careful exclusion of those types of 
hypergonadism associated with pineal tumour, 
“diencephalic lesion” and testicular tumour, all of 
which are extremely rare. 

It is now generally agreed that pineal tumours 
are rarely, if ever, the direct cause of precocious 
puberty, and that hypergonadism associated with 
pineal tumour is probably the result of secondary 
diencephalic disturbances rathér than of the pineal 
tumour per se. 

The term “diencephalic lesion” is intended to 
include inflammatory and neoplastic disturbances 
of the third ventricle and of the hypothalamus and 
neighbourhéod. Several observers have recorded 
examples of hypergonadism in boys, associated 
with tumours involving or disturbing’ the 
diencephalic region; Ford and Guild have reported 
hypergonadism as a post-encephalitic manifestation 
in a boy of twelve years, and presumed an inflam- 
matory lesion involving the structures in and about 
the third ventricle. - 

In this present case the history, the absence of 
any of the other classical signs or symptoms of 
diencephalic or pineal lesions, and the absence of 
any radiographic or clinical evidence of intra- 
cranial tumour, seemed to deny the possibility of 
a pineal or diencephalic lesion; and there was no 
evidence of a testicular neoplasm. 

It was concluded that this boy was probably 
suffering from a disturbance of the “androgenic 
zone” of.the adrenals. The possibility of an adrenal 
neoplasm seemed to be most unlikely, in view of 
the long history and because of the apparently 
normal radiographic picture of the adrenal glands 
after perirenal insufflation of air. However, H. H. 
Young records a personal comniunication from 
Quinby of a boy who exhibited hypergenitalism 
from the age of ten months, and who finally died 
at the age of sixteen years from a retroperitoneal 
hemorrhage arising from a carcinoma of the 
adrenal. Young recommends and describes an 
operative technique for bilateral simultaneous 
exposure of the adrenals as the most reliable 
method of comparing and estimating their size and 
for detecting the presence of neoplasm. Our patient 
is still under observation, and possibly this explora- 
tory operative procedure maye@e carried out at a 
later date. ‘ 
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A METHOD OF INSTILLING ZINC SULPHATE 
SOLUTIONS IN ANTERIOR POLIOMYELITIS. 


By Eric GUTTERIDGE, 
Melbourne. 

Tuere is a genera] agreement that anterior 
poliomyelitis is caused by the entrance of the virus 
through the olfactory nerve at the end organs in 
the olfactory mucosa over the cribriform plate and. 
proceeding a few millimetres down the superior 
turbinate and septum nasi. Experimental evidence 
brought forward by Schultz and Gebhardt showed 
that intracranial division of the olfactory nerves 
in monkeys gave complete immunity against 
inoculations of the virus of the disease. 

These investigators endeavoured to place a 
barrier in the way of the virus gaining access from 
the nose, and caused a coagulation necrosis of the 
mucosa of the olfactory cleft by spraying the widely 
open cleft (in monkeys) with 1% zine sulphate in 
0-9% saline solution. This gave immunity for three 
weeks. 

Peet, Echols and Richter found that this zinc 
sulphate solution, in the human nose, caused severe 
burning or smarting sensations, which lasted for 
several hours. They therefore added a local ans 
thetic; this reduced the headache. A number of 
medical students were sprayed with one cubic centi 
metre of the following solution: 1% zine sulphate. 
1% “Pontocaine” (apparently the same as “Deci 
cain” or “Pantocain”), 05% sodium chloride. The 
sense of smell was temporarily lost, but was 
regained in seven to fourteen days. The technique 
was to spray the nose with ephedrine to shrink 
the mucosa, and then to introduce the long thin 
spray tip past the middle turbinate into the 
olfactory cleft between the middle turbinate and 
the septum. 

It is stated that spraying the olfactory region 
once protects animals for two weeks, and that daily 
spraying for three consecutive days, with a repeti 
tion of the spraying at intervals of a fortnight. 
conferred an immunity on the animal. 

Zinc sulphate in weak solutions causes a 
coagulation necrosis of the superficial layers of the 
mucosa, and the intention of applying the zinc to 
the olfactory mucosa is to erect and maintain a 
barrier of swollen and necrotic epithelium across 
the olfactory nerve cells against the entrance of 
the virus. 
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It is common to use solutions of zinc sulphate 
in ocular conditions, and repeated spraying of the 
nasal mucosa with 1% zine sulphate solution has 
not caused any demonstrable macroscopic damage 
to the mucosa. , The destruction of the cilia found 


Fieure I. 


Position. Larynx and external auditory meatus in 
vertical line. 


by Cottle following zinc ionization of the nasal 
mucous membrane for allergic nasal affections, is 
the result of the deeper penetration of the zinc 
ions; and it is noted that zine sulpliate solutions 


Ficure II. 


Fluid runs down the slope of the nasal ridge and 
reaches the olfactory cleft. 


of various strengths applied to the nasal mucosa 
without the use of the galvanic current were 
valueless in hay fever. 

The human nose presents greater difficulties than 
the simian nose to the zinc solution in reaching 
the olfactory mucosa. The monkey has a wide, 





| apposition to the septum nasi. 





flattened nose with a straight septum and a middle 
turbinate standing well away from the septum, 
giving a wide olfactory cleft. The human child, even 
after the mucosa has been shrunk with ephedrine, 
has a narrow nose with middle turbinates in close 
This septum is 
almost certainly displaced to one or the other side, 


| so that in the great majority of children it is 
| impossible to introduce the thinnest tip of the spray 
| into both olfactory clefts. It is therefore impossible 
| to ensure that the sprayed solution will come into 
| contact with all the olfactory mucosa. 


The Proetz method, in which the fluid is dropped 
into the nasal passages with the head extended 
backwards so that the external auditory meatus 
and the chin are in the same vertical plane, accord- 
ing to Peet, is not always successful in ensuring the 


| solution’s arriving on the olfactory mucosa in 


children, even after shrinkage of the mucosa with 
ephedrine (Figure LXXXVII, “Recent Advances in 


| Laryngology and Otology”). An experiment was 


made with a further tilting of the head by having 


Ficure IV. 


the whole body inclined so that the external 


| auditory meatus was in the plane of the larynx. 
| In this position the anterior wall of the nose is 


vertical or slightly sloped, so that fluid will run 
down its inclination and must reach the olfactory 


| cleft in front of the upper extremity of the middle 


turbinate. A lipiodol and olive oil solution was 
instilled into the nose in this position, and the 
skiagrams show that the opaque fluid has extended 
along the olfactory cleft. By this method, which 
takes into consideration the fact that any nasal 
deviations do not affect the antero-superior and 


| superior borders of the septum, and that there 


is always a channel in front of the upper free 
portion of middle portion, it should be possible 
to cover the olfac region with the zine sulphate 
solution, unles’ the nose is choked with polypi. 
The method of instillation is as follows. The 
nasal mucosa is sprayed with “Adrephrin”; after 
five minutes the child is placed on its back and the 
head is extended backwards, and the couch is then 
tilted so that the external auditory meatus and the 
larynx are approximately in the same vertical 
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plane. One cubic centimetre of 1% zinc sulphate, 
with 05% “Pantocain”, in 05% sodium chloride 
solution, is instilled along the anterior nasal wall, 
and the child is retained in this posture for two 
minutes. The solution will have spread over the 
olfactory cleft and mucosa, and the excess fluid will 
be blown out when the child sits up. By this 
method no spray and no specialized knowledge to 
introduce the spray tip into the olfactory cleft are 
required. The effectiveness should be greater than 
that of the spray, even in skilled hands. 

It is difficult to decide as to the length of time 
during which the coagulation necrosis forms an 
effective barrier. Peet states that one spray protects 
animals for two weeks, and suggests a daily spray- 
ing for three successive days and a repetition of a 
single spray every fortnight. Peet’s medical students 
lost their sense of smell for seven to fourteen days 
after spraying, and this might be taken as a rough 
test of the efficacy of the application and the neces- 
sity of renewal. But one cannot contemplate a fort- 
nightly coagulation necrosis of an area of mucosa, 
and the suggestion is made that four single treat- 
ments at fortnightly intervals might be a reasonable 


compromise. 
eS 


RESULTS OF THE INVESTIGATION OF REFLEX 
EPILEPSY. 


By I. M. Auten, M.D. (New Zealand), M.R.C.P. (London), 
Consulting Neurologist with Charge of In-Patients and 
Out-Patients, Wellington Hospital, Wellington, 

New Zealand. 


Reruex epitersy is the condition in which an 
individual sensory stimulus precipitates an epileptic 


attack. In some cases the sensory stimulus is 
essential to the appearance of the attack, and in 
other cases attacks appear both spontaneously and 
following a sensory stimulus. In all cases there 
are times when the stimulus fails to produce an 
attack. 

Cases of reflex epilepsy are of considerable value 
in neurological investigation. They provide in man 
experiments produced by disease; to some extent 
these experiments can be brought under deliberate 
control, and from them it may be possible to 
identify more clearly the factors involved in the 
epileptic attack, the pathogenesis of epilepsy itself 
and the physiological processes of the cerebral 
cortex in man. They enable some physiological 
observations to be made without the difficulties 
inseparable from transferring to man findings made 
on animals. In regard to the functions.of the 
cerebral cortex of man, the findings and the con- 
clusions based on them may be regarded as a con- 
tinuation of those based on the study of the motor 
phenomena of hysteria. 

The results I am about to describe are based on 
the intensive study of four cases of reflex epilepsy, 


tRead at the session of the Australasian 
Congress (British Medical Association), August, 1937. 





Medical 





on a less detailed study of eight other cases of 
reflex epilepsy that have come under my observa- 
tion, on the examination of a series of cases in 
which the patient was sometimes conscious of fear 
before the onset of the individual epileptic attack, 
and on the data from sixteen other cases of reflex 
epilepsy described in detail in the literature. In 
addition, I have had the opportunity of examining 
the data from twenty cases collected by Critchley 
of epilepsy occurring in response to music, four of 
which were studied in detail, seven were obtained 
from other sources and nine were abstracted from 
the literature. The detailed observations on my 
material and the conclusions arising from them are 
being published elsewhere. Here I intend simply 
to summarize the observations briefly and to outline 
the conclusions in regard to epilepsy, to the epileptic 
attack and to the functions of the cerebral cortex. 


Summary of Main Findings. 


In summarizing the main findings it is necessary 
to regard them simply as the records of the observa- 
tions made on man during a series of physiological 
experiments produced by disease. 


Attacks occurred in response to touch, to pin- 
prick, to light and to sound. In over two-thirds of 
the cases surprise was undoubtedly an essential 
factor. Knowledge that the stimulus was about to 
be applied prevented the appearance of an attack 
after the stimulus was applied. Further, after the 
production of an attack or of a series of attacks, 
the application of the usual stimulus failed to 
produce an attack during a period which varied in 
duration with the individual patient. 


In a few cases only stimulation by cotton wool 
or pin-prick anywhere initiated an attack. There 
was no special area from which alone attacks could 
be produced. In one case attacks followed the 
application of these stimuli to any part of the 
surface of the body, but they occurred much more 
easily when one particular area was stimulated. 

In a small group of cases the stimuli were most 
effective when applied to a limited area of the face, 
forearm and hand on one side; and they were also 
effective, but to a lesser extent, when applied to an 
exactly similar area of the face and upper limb on 
the other side. Applied elsewhere they were 
ineffective. Whether the stimulus was applied to 
the active reflexogenous zone on the right side or 
to the corresponding area on the left side, the local 
attack which resulted always began in the fore- 
finger and thumb or at the angle of the mouth on 
the right side. No local attack ever appeared at 
the angle of the mouth or in the forefinger and 
thumb of the left side when the left side was 
stimulated. : 

I have records of only three cases in which visual 
stimulation was effective. Each of them provides 
data of considerable value. In one case the 
unexpected shining of a bright light on the eyes 
precipitated an attack. In Denny-Brown’s patient, 
who had attacks in response to sudden unexpected 
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noise, the sight of a piece of paper turning over 
without noise was followed by an attack. In a 
third patient the sight of a moving object in the 
right half of the visual field was the active stimulus. 
In this case the patient had learned to cover the 
right eye at once with the hand, and thus prevented 
the attack developing fully. When she failed to do 
so, a major attack developed. In this respect this 
case resembles those collected by Grénberg in a 
study of eleven cases, in which closing of the eyes 
modified spontaneous visual phenomena consisting 
in persistent lights or sparks, or caused them to 
disappear. In Grénberg’s own case of unilateral 
visual phenomena to the right following thrombosis 
of the left posterior cerebral artery, closing of the 
eyes or placing of an opaque lens over the right 
half of the visual field caused them to disappear. 


In one-third of the cases sudden, unexpected noise, 
which need not be loud, was followed by an attack. 
In one patient (described in detail by Critchley) I 
had the opportunity of seeing that one type of 
music was effective and not another type; and in 
another case, reported by Foerster, there was 
scarring of the posterior end of the left second 
temporal convolution. Stimulation of the edge of 
the scarred area resulted in an attack identical 
with that which followed unexpected noise. 
Excision of the scar and removal of its traction 
effects was followed by cessation of attacks in 
response to sudden, unexpected noise. 


In the majority of patients there was no struc- 
tural lesion of the brain, and the sensory stimulus, 
by cotton wool or pin-prick, was effective only when 
applied in a particular area, which was sometimes 
very limited in extent and always constant for the 
individual patient. In many of these cases the 
motor attack began in the neighbourhood of the 
part where the application of the stimulus was 
most effective. This was so even when there were 
other areas from which the attack could be initiated. 
That the association between the stimulus and the 
motor discharge was at the cortical level and not 
local was shown not only by the observation just 
mentioned, but also by stimulation at the right 
angle of the mouth being followed by attacks there 
and in thé right forefinger and thumb. 


In a small group of cases, in which stimulation 
of a local area was followed by an attack, the 
application of cotton wool or of a brush was effec- 
tive, and pin-prick was ineffective. In only one case, 
that described by Hughlings Jackson, was it known 
that the stimulus was also effective during sleep. 


In the small group of cases in which there was a 
structural lesion of the cerebral cortex or of the 
cerebral hemisphere, the area of the skin in which 
the application of the stimulus was effective, and 
the type of the effective stimulus (when it was 
visual or auditory), were related physiologically 
to the area of the cerebral cortex in which the 
lesion was found. In two of these cases removal of 
the lesion was followed by failure to produce an 
attack by means of the usual stimulus. 





The mental phenomena were important, though 
in most cases in the literature they have not been 
examined in detail. The following observations 
demand consideration. 


By an effort of concentration one patient felt that he 
could limit the extent and duration of the attack, which 
arose from sudden, unexpected noise. In his history he 
had passed through phases of having attacks only wher 
awake, of attacks when awake or asleep, and finally of 
attacks when asleep, and local attacks only in response 
to.sudden, unexpected noise when he was awake. His 
diurnal attacks developed very slowly, and his observations 
on them are valuable. He said: “I have no warning. I 
collapse on the floor. I can see, but I cannot speak. I try 
to speak. I know what I want to say, but I cannot produce 
a word. At the beginning I try to move my limbs, but 
no movement occurs. I can still see. I can hear people 
talking and know what they say. I lose my sight. Then 
I lose my hearing. I still have a sinking feeling, which 
was there from the beginning. Then that goes.” After 
that clonic movements of the limbs occurred. 


This is a good description by the person who 
experienced it of the spread of inhibition over the 
motor functions, the visual functions and the 
auditory functions in turn, with finally complete 
loss of consciousness. 


Another patient was aware that he was keeping some- 
thing in control before an attack or series of attacks, 
and found it no longer necessary after they had occurred. 
Reflex attacks occurred only in response to surprise stimuli 
in a limited area. When he expected the stimulus and 
could watch it approaching, no attack occurred. When he 
expected it and could not watch its approach, an attack 
eventually occurred without the application of the stimulus. 
About the time the attack occurred under these conditions, 
‘all four limbs became hypotonic. Before a series of attacks 
the patient’s attention was not free for external matters. 
If an important matter forced itself on his attention he 
at once felt fear and found that his attention turned at 
once to some routine memory, such as a line of 
Shakespeare. These difficulties disappeared after a series 
of attacks. 


In the group of patients in whom individual 
attacks were preceded by an awareness of fear, the 


following observations were made. In none of the 
cases had any control over the frequency and 
severity of attacks been obtained by regular treat- 
ment over a long period. Consequently the personal 
background of each patient was explored. In each 
case an association of fear with other factors which 
had become related to the attacks was fully exposed. 
The full exposure of the association was followed by 
complete control of the attacks in the usual way 
since then, for periods of from six months to three 
and a half years in individual cases. Whether the 
attacks would no longer occur in the absence of 
cortical sedatives I am unable to say, as I felt it 
would not have been right to withhold such treat- 
ment in the presence of the epileptic tendency. It 
was evident that the original emotional tone (fear) 
which had formed part of the association had been 
able to aggravate the expression of the epileptic 
tendency in the form of attacks only when the 
original association and the emotion were not 
appearing fully in consciousness. 

In at least seven of the cases of reflex epilepsy, 
excluding those in which attacks occurred in 
response to music, there was a suggestion that there 
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was an association between the individual sensory 
stimulus and some other factor of which the patient 
was not aware at the time, and which, when 
aroused, was sufficient to precipitate an attack. An 
attack in response to one type of music and not to 
another, or an attack in response to seeing a piece 
of paper turning over without noise in a patient who 
had attacks in response to unexpected noise can be 
interpreted only in that way. In addition, the high 
proportion of Critchley’s cases of epileptic attacks 
following music in which fear, other emotions or 
physiological accompaniments of emotion inter- 
vened between the appropriate stimulus and the 
occurrence of the attack, cannot be regarded as 
accidental. 

To define this position further, the history of the 
patient was explored in detail in two cases in which 
the attack consistently followed stimulation in a 
particular area. The essential findings in one of 
these patients are as follows. 


A girl, now aged twenty-seven years, has been under 
observation for four years. Since the age of sixteen 
years she has had six major attacks and numerous minor 
attacks a year. The major attacks were preceded Occasion- 
ally by pain at the base of the left thumb, and the minor 
attacks by “a funny feeling like tingling” in the left 
thumb. This was the usual sequence until she reached 
the age of twenty-one years. Then attacks were preceded 
sometimes by a sensation at the base of the left thumb 
and sometimes by a sensation in the left cheek, above 
and to the outer side of the angle of the mouth. At the 
time she came under observation they were preceded 
invariably by a sensation in the left cheek, sometimes a 
feeling of numbness and sometimes an area of “numbness 
with an icy cold centre”. During examination it was found 
that an unexpected touch just above the left angle of 
the mouth was followed by an attack. The patient uttered 
a cry, the head turned to the right, the right elbow flexed, 
the forearm pronated, the fingers extended, the lower limb 
extended fully and the right foot inverted. At the same 
time the left forefinger extended and the left thumb 
abducted fully. Repeated examination confirmed the 
following observations. Attacks were elicited always by 
light touch to an area about 5-0 centimetres (two inches) 
in diameter immediately to the outer side and above the 
left angle of the mouth. The prick of a pin was not 
followed by an attack. Surprise was an essential factor. 
After an attack in response to stimulation, or after one 
which seemed to arise spontaneously, there was an interval 
of.at least ten minutes during which surprise stimulation 
produced no effect. An attack could not be precipitated by 
surprise stimulation of any area of the left forearm or 
hand. Before a series of attacks the patient was pre- 
occupied, irritable and unable to recall events of the 
previous two or three days. After an attack she was alert, 
cooperative and able to remember these events clearly. 


Exploration of her history revealed an association at 
the age of eight years of a cut with pain at the base 
of the left thumb, fear, desire to follow her own wishes, 
and resentment against parental authority. At the age 
of sixteen years there arose a conflict between her desire 
to make a career for herself and the demand on the part 
of her parents that she should remain at home. Her 
parents’ will finally prevailed. Full exposure of the original 
association and of later associations based on it was 
followed by complete disappearance of the reflex factor 
from the condition. It was no longer possible to induce 
an attack by unexpected light touch to the trigger area 
in which it had been effective before. The reflex factor 
disappeared in the same way from the other patient. 


The bare record will indicate the number of 
factors involved in the appearance of the individual 


epileptic attack; it will give a glimpse of the con- 
| flict between excitation and inhibition at the level 
of the cerebral cortex, and show how abnormal 
increase of excitation or arousing of a forgotten 
emotional factor will precipitate the balance on 
the side of excitation after a preliminary struggle 
between excitation and inhibition. 


Conclusions. 


Time does not permit the discussion of these 
observations in detail. Though the interpretation 
of the findings may be difficult, the wealth af data 
is evident. It will suffice to indicate some of the 
conclusions that arise from them. 

It is preferable to indicate the factor which causes 
some patients to have fits simply as the epileptic 
tendency. This is an unknown factor, which pro- 
duces abnormal excitability at the sensorimotor 
level of the cerebral cortex. The abnormal excit- 
ability appears in waves at varying intervals. 
During these waves the patient may have epileptic 
attacks or may be more liable to have them follow- 
ing the operation of other factors which have come 
under observation in this study. 

Below a certain threshold of abnormal cortical 
excitability abnormal cortical discharge to a degree 
sufficient to produce attacks does not occur. The 
rise of the excitability above this threshold and the 
appearance of abnormal cortical discharge expressed 
in the form of fits depend upon the operation of 
other factors in addition to that which produces 
the abnormal cortical excitability itself. 

To explain the observations made on patients 
with reflex epilepsy and to view as a whole the main 
features of the epileptic attacks and the charac- 
teristics of the individual who suffers from them, it 
is necessary to regard the higher physiological 
levels of the brain as acting, in a general sense, in 
the following way. This outline is a modification 
and extension of Hughlings Jackson’s doctrine of a 
higher level and' a middle level in the cerebral 
cortex. It is necessary, in order to explain more 
recent observations and the findings in this investi- 
gation, and offers a useful framework within which 
to consider the data. 

Physiologically, there is in the cerebral cortex a 
higher ‘Yevel, which may be coincident with the 
cerebral cortex acting as a whole. It maintains its 
relationship with the environment by afferent 
sensory channels and efferent motor channels, and 
thus through the middle level itself, which is the 
sensorimotor level of the cerebral cortex. In 
addition, it exercises control or inhibition, or enters 
into conflict in two directions: towards the sensori- 
motor level, which is apt to become abnormally 
excitable in the presence of the epileptic tendency, 
and towards associations at the cortical level, par- 
ticularly with strong emotional tone, unacceptable 
to the higher level. 

From the observations it is apparent that con- 
ditioned responses can be initiated by an association 
at the cortical level of sensory impulses with strong 
emotional tone, and can become effective as a factor 
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in the production of an epileptic fit with the 
exclusion of the association or of the emotional tone 
by the higher level. Attempts to establish con- 
ditioned responses of this type experimentally in 
animals have been hampered by the practical diffi- 
culties inseparable from such an experiment. Any 
event or stimulus that tends to arouse the unaccept- 
able and unacknowledged emotional tone will 
release some control over the excitable sensorimotor 
level and enable abnormal cortical discharge with 
an epileptic fit to occur. With an individual event, 
those apparently intractable cases of epileptic fits 
preceded by some fear occur; and with a stimulus, 
those cases of reflex epilepsy without a structural 
lesion of the brain by which the stimulus and the 
reflexogenous zone are limited. Reintroduction of 
the association to consciousness and the acceptance 
of the association and its emotional tone by the 
higher level have resulted in the disappearance of 
the conditioned response initiated in that way and 
in the failure subsequently to produce an epileptic 
fit by the usual stimulus. 


In the patient in whom the epileptic tendency 
is present, a condition of unstable balance may 
exist between the inhibitory effect of the higher 
level and the excitability of the sensorimotor level. 
Whether the inhibition or the excitability produces 
a disturbance of normal function first depends upon 
the readiness of the inhibition and upon the rapidity 
with which the excitability is rising. 
apparent in those cases in which a surprise sensory 





This is | 


stimulus may be effective in the production of an | 


attack. This view of the conflict may be developed 
further. 


excitability in response to a new factor (such as a 
sensory stimulus or rising emotional tone which is 
unacceptable) tends either to prevent the occurrence 
of disorderly cortical discharge! or to favour the 
appearance, first and apparently alone, of symptoms 
which are due to the inhibition. Limited cortical 
discharge may occur with or without the production 
of symptoms, and then symptoms due to inhibition 
follow; symptoms due to inhibition entirely may 
appear; or- symptoms due to inhibition may be fol- 
lowed by those due to abnormal cortical discharge. 


There is evidence. that the inhibition operates 
transcortically as well as downwards over an 
individual system, such as the motor system. It is 
also selective in its effect, being applied to the 
cerebral cortex as a whole, to a local area in which 
excitability is rising to or above the threshold, in a 
varying degree downwards over the motor system, 
or both locally and generally. The selectivity of 
the effect of the inhibition supports the presence 
of fields of excitation and of inhibition in the 
cerebral cortex, of conflict between the two fields, 
of irradiation of both excitation and inhibition, and 
of the final expression of the conflict between the 
fields of excitation and inhibition in terms of one 
or the other, according to the balance existing 
between them. 


Anticipation on the part of the higher | have based my remarks, therefore th lled 
: a an. . t | as y arks, , on the so-callec 
level to rising excitability or to a sudden rise of | oo ous or difficult child, or the child who, by 





It is reasonably certain that these processes are 
operative in the normal cerebral cortex, and that 
they are simply revealed through the appearance of 
positive or negative symptoms by the increased 
excitability of the sensorimotor level due to the 
epileptic tendency. 


The various clinical expressions of the epileptic 


tendency may be described in terms of these pro- 
cesses. They include attacks of petit mal, tonic and 
atonic attacks with or without loss of conscious- 
ness, and the various stages of the major attack. 
The way in which the mental symptoms arise is 
clarified and the therapeutic approach to the 
patient who has epileptic fits is shown to be a matter 
of individual study, leading to treatment which may 
vary considerably in individual cases. 

Many problems arising out of the observations 
have not been mentioned. The shift of the stimulus 
area from the hand to the face, the suggestion of 
sensory impulses from one limb entering both 
cerebral hemispheres, and the production of attacks 
by light touch when pin-prick is not effective, are 
matters demanding further study and consideration, 
which must await the appearance of suitable 


subjects. 
So 


THE UNSATISFACTORY CHILD.' 





By Linpsay MALr, 
Perth. 





In introducing this subject to you, my first 
difficulty is to define “the unsatisfactory child”. I 


reason of some psychological element, presents 
physical symptoms or suffers from vague ill-health. 
I admit that this is rather an elastic definition. The 
subject may be termed a social problem, or at all 
events one not purely medical. However, approach- 
ing it from this angle, I do not intend to stun you 
with various “complexes” or “phobias”, but to 
endeavour to discuss the child as one encounters 
him in practice. 

First, however, let me sound a note of warning 
with regard to the oft-repeated phrase “The child 
will grow out of it”, in reference to some particular 
manifestation. It is wrong to use such a phrase, 
since it leads away from any attempt to cerrect an 
obvious fault; and it is a confession of ignorance 
or of weakness on the part of the practitioner. 

Next, may I emphasize the importance of 
handling the parent before one embarks on any 
psychological treatment of the child? In fact, I 
think that treatment of the parent is even more 
necessary than treatment of the child. The part 
played by home influences in producing nervous 
problems in childhood is not sufficiently recognized, 
and I find that the most frequent fault is the 
development of a “mother complex” by the child. 





t1Read at the fifth session of the Australasian Medical 
Congress (British Medical Association), August, 1937. 
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This, naturally, is likely to manifest itself in an only 
child, or in a child separated by some years from 
its brothers or sisters. Furthermore, I give it to 
you as my opinion that behaviour errors are com- 
moner in the children of the comfortable and 
educated classes than in those of the navvy. 

' I think you will all agree that the type of child 
mentioned is being encountered with increasing 


frequency, and is, to some degree, a product of the | 


Medical peaks are apt to occur as waves 
some national calamity, and in our 


age. 
following 


generation we have experienced two—the war, and | 
the more recent financial depression; it is to these | education and handling should be directed by the 


waves that I attach a certain responsibility for the | 


production of our present crop of unsatisfactory 
children. These calamities have no doubt produced 
mental stress in parents; in some instances recourse 


to drink and to sedative drugs et cetera has been | 


made in a spurious attempt to lighten the load. 
This in its turn has led to a slackening of moral 
restrictions and to inevitable domestic friction, or 
worse, to quarrelling, with the 
unpleasant language et cetera. 
hand, an atmosphere of indifference pervades the 
home; the parents separately indulge in orgies of 
self-pity and introspection, and there is no unity of 
domestic thought. It is easy to imagine the 
perplexity of the young child reared in such an 
environment. 
parent, or, in his own little way, become an outlaw, 
owing strict allegiance to neither, but maintaining 
an attitude of passive hostility to both, kept in 
check only by the harshness and uncertainty of his 
father’s temper or the material blandishments of his 
self-pitying mother. 

In addition there is an increasing interest taken 
by the lay public in medical and psychological 


matters, and too frequently, I think, unsupported | 
points are seized by the medically uneducated—if | 
| and inheritance. 


one may use the term—and undue prominence given 


to them. Too frequently fashions arise, and often, | 
| nervous mother means a nervous child. This is an 


as a result of too great publicity given for example 


by the Press, are held responsible for all human | 


ills; they may be fashions ranging from sex to 
boiled wheat, and in many instances they succeed in 
engendering an unwholesome mental atmosphere in 
the home, which has its reflection in the upbringing 


and mental moulding of its juvenile inhabitants. Up | 


to the present I fear we as a profession have done 
little to combat this; and whilst not intending to 
belittle the efforts of the psychologist, I believe that 
many of the so-called psychological problems met in 
practice could have been cured at their inception by 


the old-fashioned “laying on of hands” or by the | 


judicious application of the carpet slipper. 


The nervous manifestations which most frequently | 


confront one in practice are: temper tantrums, 
emotional disturbance, fears and night terrors, 


stealing and lying, enuresis, speech defects, back- | 


wardness, feeding difficulties and allergic disorders. 
I would, however, emphasize one etiological factor 


common to them all; that is, fatigue of the child. | 


This is becoming more apparent in the home every 


| disregard the same fault tomorrow. 


introduction of | 
Or, on the other | 


He will take sides with one or other | 





day, and is not sufficiently recognized; or, if it is 
recognized, no steps are being taken by us as a 
profession to combat it. The noise of traffic, unrest- 
ful households, the ever-present blare of the radio, 


_ the so-called bedtime stories, are steadily reaping 


their harvest of nervous children. Children are 
not receiving adequate rest—the afternoon nap is 
falling into disuse. Many parents put forward the 
excuse that if the child sleeps during the day, he is 
less likely to sleep at night. That is not so; the 
poor sleeper is the child who is- continually over- 
tired. This is an avenue along which parental 


medical attendant. 

Uniform, firm, but kindly handling of the child is 
necessary. Do not punish him for a fault today and 
Remember, the 
child will go to any lengths to occupy the centre of 
the stage, to have the spotlight of domestic attention 
focused upon him, and all too frequently his 


_ attempts to direct attention to himself result in 


physical manifestations. 

Regard the child as an essential part of the house. 
hold furniture, and do not discuss his habits and 
his failings in his hearing. His mental activities 
must be directed along proper channels, and in this 
regard I wish to emphasize the necessity for 
cooperation between the medical profession and the 
school teacher. I am of opinion that proper kinder- 
garten schools will solve many of the nervous prob- 
lems of the child, and I would put forward the plea 
for the establishment of nursery schools—that is, 
for a link between the health clinics and the kinder- 
garten proper. 

At the commencement of this paper I told you 
that the title “nervous” was somewhat elastic, and 
would permit of digressions. Various interpretations 
of the term are used, and the first is that 
“nervousness” is a compound of emotional instability 
Those of you doing infant health 
work realize the importance of this factor; a 


important element in those infantile feeding 
difficulties, such as anorexia nervosa, difficult feed- 


_ ing, air swallowing, thumb sucking and masturba- 
| tion. Night terrors and enuresis are later manifesta- 


tions in older children. 

Again, the term “nervous” is frequently applied 
to those children who are difficult to handle, 
naughty and disobedient, or who have bad or faulty 
habits. Here let me submit that the child who is 
spoken of as “naughty”, “cranky”, “bad-tempered”, 
frequently exhibits a physical fault or faults in 
addition to the psychic element. Remember that 
a well child is happy, and when the above con- 
ditions come under your notice, do not be hasty in 
coming to the conclusion that the child is badly 
handled. Inquire further into matters of general 
health; your researches will frequently be rewarded 
and you will earn gratitude from the parents and 


| the child. 


Parents will frequently tell you that the child is 
“nervous” when it is really an imbecile, or exhibits 
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obvious signs of mental subnormality. Remember 
that such cases are not infrequent. Do your utmost 
to impress on the unfortunate parents of such 
children that with treatment and with proper 
handling and educational methods something at all 
events can be done to make their lot happier. There 
must be no shame or stigma attached to the parents 
of such a child; it is suffering from a mental 
sickness or deformity. I have the handling of 
many of these children, and am becoming more and 
more convinced that with proper methods of treat- 
ment considerable improvement results. Here 
intelligent and sympathetic cooperation with suit- 
able school teachers, masseuses and dancers is of 
benefit. 

However, it must be borne in mind that the 
presence of an imbecile child or of one grossly 
mentally backward among other child members of 
a family may lead to the learning of faulty habits, 
speech and behaviour by the others, by mimicry. In 
this instance it is essential that such a child should 
be kept apart from its mentally healthy brothers 
and sisters, and, if possible, admitted to a suitable 
institution. 

It is wrong that a normal, heaithy child and 
potential good citizen should be sacrified because 
of sentimental attachment to one who can never 
enter into the economic sphere. 

I have touched on educational methods, and here 
I would direct your attention once more to the value 
of close cooperation with those responsible for 
educating the child. You will not suffer loss of 
dignity or professional prestige by talking the 
matter over with a properly trained and qualified 
school teacher, particularly one whose interests lie 
in the kindergarten world. I would further counsel 
you to get in touch with the kindergarten in your 
district; your visit will be appreciated, and mutual 
benefit will result from such an association. 

You perhaps do not realize the incalculable 
benefit that accrues to all children when their 
mental energies are directed along the proper 
channels. They improve physically, and their sub- 
sequent educational careers are enhanced. Thus 
they have an added opportunity of becoming useful 
members of the community. We cannot, hope to 
reform the elders, but we can help the, younger 
generation; and they carry the lessons into their 
homes and exert a leavening influence which cannot 
fail in improving their outlook in later years. 

For an only child, who, as;so frequently happens, 
lacks the companionship of those of its- own age, 
never hesitate to advise attendance at a kinder- 
garten; you will be surprised at the result. In 
addition it will save the child in many instances 
from becoming self-centred and introspective, and 
consequently its mental health and physical state 
will improve. 

I have mentioned “nursery schools”. To date they 
are not universal; but as they cater for the pre- 
kindergarten group and form a link between infant 
health clinics and kindergarten and primary 
schools, they must come. It is our greatest hope 








of social reform if we are to keep abreast of modern 
thought and train people for the proper employ- 
ment of the leisure which must follow the trend 
towards shortening of the working day. This all 
sounds theoretical and somewhat political; but I 
voice the sentiment intentionally in order that you, 
as members of a learned and honoured profession, 
may give it your earnest consideration. 

I fear that I have taken your permission to 
digress too literally, so hasten to return to the more 
medical aspect of my subject. 

With regard to endocrine disturbance, I would 
direct your attention to the increasing frequency 
of hyperthyreoidism in the juvenile and pre 
adolescent in recent years, particularly during the 
past few years of financial depression. In almost 
every such case you will find that there has been 
present in the domestic circle some unrest, 
occasioned either by financial worry or by marital 
unhappiness. These influences are reflected in the 
child and almost invariably have provided, in my 
experience, the percussion cap which has exploded 
the mine of hyperthyreoidism. Hyperthyreodism is 
not a rarity in this group, and frequently 
masquerades as “nervousness”, as “outgrowing 
strength”, when applied to children. It is fre- 
quently associated with home influences, and quite 
commonly occurs in association with under-feeding 
and septic foci in teeth, tonsils or bowel. 

I have mentioned in passing certain allergic con- 
ditions, particularly asthma; it is impossible to 
avoid the realization, day by day, of the increasing 
importance of the neurogenic factor. Admittedly 
the inheritance or the tendency is present along with 
its physical manifestations; but I am sure you will 
agree that too often some emotional disturbance, 
undue parental solicitude or an unstable nervous 
condition in the child or household will precipitate 
an attack. As you all know, pure medical treatment 
in these cases is too often doomed to failure unless 
appropriate attention is directed towards a tighten- 
ing of domestic routine and unless an endeavour is 
made towards enlisting earnest parental coopera- 
tion in the necessary firm mental handling of the 
young patient. 

At this juncture it may not be out of place to 
direct attention to the nervous factors present in 
the erythredema group. I say “group” advisedly, 
as I find in practice many cases in which a 
diagnosis of pink disease is sometimes doubtful, but 
in which some of the signs presented may justly 
be included under those associated with teething. 
There are those cases of extreme nervousness 
accompanied by lack of desire for food, or by a 
refusal to take solid or semi-solid food. In this 
type it is found that refusal of food is manifested 
by continual spitting of the food, regurgitation or 
vomiting. In this latter group it is almost 
invariably found that mixed feeding has been com- 
menced late, that is, when the child was ten or 
eleven months of age, and the mother presents the 
child for examination after several weeks of 
unsuccessful attempts on her part to institute satis- 
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factory feeding. By this time the child is in a more 
or less debilitated state and the mother is in an 
overwrought, hysterical condition; all too fre- 
quently the “easy way” has been adopted and fluid 
feeding has been reverted to. The child has won 
the first round of his domestic battle, and the 
harassed medical attendant has to attempt a recon- 
struction of feeding routine plus suitable handling 
of a battered, nervous child, to say nothing of the 
treatment of a profoundly distressed and tearful 
mother. 

I shall not press the point as to whether these 
are cases of true anorexia nervosa or a degree of 
erythredema; but, call them what you will, the 
unsatisfactory nervous factor is present and has 
to be met, and, indeed, is the keystone in the arch 
of successful treatment. 

I should like to speak of a condition which is 
frequently associated with the health of the nervous 
child, a physical condition which frequently leads 
to the so-called nervous syndrome. I refer to 
acidosis, acetonemia or ketosis, to give some of the 
terms frequently used to describe it. The patient 
is pale and thin, wasting his meagre little body by 
the intense energy which he throws into the whole 
business of living. Subject at times to fits of strange 
irritability or to uncontrollable outbursts of 
temper, a bad sleeper, a refuser of food, never still 
for a moment, often squinting, stammering, 
incontinent of urine, he is prone to attacks of 
vomiting, foul breath, furred tongue, and a persis- 
tently irregular temperature which frequently 
arouses the suspicion of a latent tuberculous infec- 
tion. You all know the type. Asa rule his parents 
give him excessive amounts of dairy produce to 
eat—milk, cream and butter, which he is incapable 
of assimilating completely and which tend to 
aggravate his condition. “ His carbohydrate-fat 
ratio is disturbed, and in consequence ketosis 
develops or he is in a condition of chronic acidosis. 
In this state, night terrors, enuresis and masturba- 
tion mhy manifest themselves. 

Remember, such a child is living on his capital 
and requires more carbohydrate, particularly in the 
form of glucose, and less fat, to stabilize his 
metabolism. 

I briefly mention this symptom complex to remind 
you of a common state, once again frequently 
associated with a septic focus, in order that you 
will not slavishly adhere to the fashion or super- 
stition that every child must be stuffed with fatty 
food; remember, such an attempt to fatten may 
result in the opposite occurring and in the child’s 
condition being aggravated. 

Even if time permitted I do not think it would be 
necessary to attempt to detail methods of treatment. 
There can be no one specific course. Each case 
has to be taken on its merits, and early recognition 
is the essential point. A sympathetic but firm 
demeanour towards parents and child is necessary, 
coupled with a brief explanation to them of your 
proposed plan—uniformity in the handling of the 
child. Frequently it is advisable to put these 














children to a good boarding school, preferably at a 
distance from home, where week-end holidays are 
not permitted, and where the child returns home 
only at end of term; even this is sometimes too 
often. At school, the regularity of routine, simple 
feeding and association of his fellows do all that is 
necessary. The timely correction of physical 
faults, septic foci et cetera, the administration of 
appropriate sedatives as indicated, the provision of 
a plain regulated diet, without the addition of 
proprietary preparations, such as malts, vitamins, 
extracts et cetera, which too often perpetuate the 
idea of invalidism in the young mind—these are, 
I think, the main points. 


<i 
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PERSISTENT BENIGN MENINGOCOCCAL 
BACTERL4MIA, WITH A REPORT 
OF A: CASE. 


By C. G. LAMBIE. 


(From the Department of Medicine, University 
of Sydney.) 


Gwyn (1899)°*> was the first to establish the 
presence of meningococcemia in a case of menin- 
gitis. In 1902 Salomon described a case in which 
meningococci were found in the blood eight weeks 
before meningitis supervened. In 1906 Andrews‘? 
recorded a fulminating case of meningococcemia 
without meningitis, while in 1913 Warfield and 
Walker") reported a case of meningococcal septi- 
cemia with endocarditis. 

Rolleston (1919),‘° in a review of cerebro-spinal 
fever, classifies the forms of meningococcal septi- 
cemia as follows: (i) fulminating meningococcemia, 
in which death occurs before meningitis has had 
time to develop; (ii) abortive cases without menin- 
gitis, in which bloed infeetion is overcome after a 
short time by natural immunity; (iii) intermittent 
meningococcal fever due to septicemia, which may 
(a) last for weeks without any meningitic symptoms 
ever developing, (b) follow meningitis, (c) show 
transient symptoms or (d) terminate in meningitis. 
It should be added that there are forms of acute 
meningococcal septicemia in which localization in 
the meninges occurs a few days after the onset of 
septicemic symptoms. There are also acute cases 
with localization in the suprarenals—the so-called 
“Waterhouse-Friderichsen syndrome” (Aegerter, 
1936). 

Meningococcal septicemia is now much more 
frequently recognized than formerly, and quite an 
extensive literature has grown up around the 
subject. Rolleston draws attention to the fact that 
this may be partly because meningococcemia is 
more frequently looked for than formerly; on the 
other hand, it may, as suggested by Netter (1917), 
be correlated with the fact that, whereas before 
1914 infection with meningococci of Gordon’s Types 
I and III (Type A in the French classification) 
accounted for 96% of cases of meningococcal menin- 
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gitis (Dopter‘*)), during and since the War there 
has been an increased incidence of infection with 
Types II and IV (Type B of the French school). 
It is evidently Types II and IV which are 
more prone to produce the subacute forms of 
meningococcemia. 

Cases of subacute meningococcal septicemia may 
run a course of from one to several months. Fol- 
lowing Stote (1929)‘°*) we may classify cases of 
subacute meningococcal septicemia into: (i) those 
in which the meninges are eventually involved (Cecil 
and Soper, 1911,“ Warfield and Walker, 1913,” 
Dock, 1924) ; (ii) those associated with infective 
endocarditis (Bray, 1915, Herrick, 1919,°° 
Morgan, 1921, Bloedorn, 1921,°* Neergaard, 
1925,°*) Marlow, 1929,"7) Stevenson, 1931,°*) and 
Master, 1931" ®)) ; (iii) those exhibiting the features 
of a pure septicemia without metastases (Fried- 
mann and Deicher, 1926,9°) Hermann and Lifschitz, 
1928,"*) Mahieu, 1928°)). 

It is to this last group that the case to be 
described belongs. Friedmann and _ Deicher 
(1936) have drawn attention to one very charac- 
teristic feature of this type of infection, namely, 
the presence of an intermittent type of fever 
resembling that of benign tertian or quartan 
malaria. They quote two cases of this type of 
pyrexia previously reported by Deyke in 1916, and 
they report cases of their own. During these attacks 
the patient may have rigors, and the paroxysms may 
closely resemble. those of ague. According to these 
authors, the fever may run a protracted course of 
from one to several months, but in spite.of this the 
patient remains in an apparently good general con- 
dition, and there is an absence of physical signs. 
An erythematous eruption resembling erythema 
nodosum may appear, and nasal, pharyngeal or 
bronchial catarrh may be present. Stote (1929) 
describes the rash as consisting of rose-pink papules, 
sometimes with purpuric céntres, which appear on 
the face, arms, legs, buttocks and back, coming out 
in crops during attacks of pyrexia and lasting three 
to four days. He also mentions pain referred to 
the larger joints, and moving from joint to joint, 
but unaccompanied by redness or swelling. Herpes 
on the lips has also been noted. In most cases the 
spleen is not enlarged, but Stote records ont case 
in which it was palpable. Leucocytosis may 
(Gulland and Logan, 1925,°*) Stote, 1929). or 
may not be present. The meningococci isolated 
from the blood have belonged to Types IV (Stote, 
1929°)) and II (Gulland and Logan, 1926?)). 

Fairley and Stewart (1916) noted the occur- 
rence of meningococcal septicemia as early as one 
week before the onset of meningitis during the 
1915-1916 epidemic of cerebro-spinal meningitis in 
Victoria. They also mention having encountered, 
during the epidemic, cases in which meningococcal 
septicemia did not progress to meningitis, although 
it gave rise to some or all of the other possible 
complications of meningococcal infection, including 
pneumonia. As no case of pure uncomplicated sub- 
acute or chronic meningococcemia seems, however, 





to have been reported up to the present in Australia, 
the following case is placed upon record. 


Case Report. 
History. 

Z. E. McK., a single woman, aged twenty-six years, was 
admitted to the Royal Prince Alfred Hospital, Sydney, com- 
plaining of headache, nausea, and pains in the joints, and 
of having had a shivering attack. She gave the history 
that four days prior to her admission to hospital she 
had felt ill and had suffered from supraorbital headache. 
She also had a shivering attack on that day. Two days 
later she complained of pains in the joints, which became 
affected in the following order: left knee, right knee, both 
ankles, both elbows, fingers. The pains were not very 
severe and she could move the joints freely without pain. 
The joints did not swell or become red. There were no 
other symptoms. 

As regards her previous health, she had had diphtheria 
in childhood, appendicitis four years prior to the present 
illness, and pleurisy twelve months prior to the present 
illness. 

Her mother suffered from rheumatic fever; otherwise 
there appeared to be nothing relevant in the family history. 
a parents, two brothers and two sisters are alive and 
well. 

The patient had lived all her life in Sydney. Her 
occupation was that of hairdresser. She smoked one ounce 
of tobacco weekly and took alcohol in moderation. 

On physical examination the patient appeared healthy. 
As she lay in bed she did not appear to be suffering from 
any Obvious distress. Herpes was present on the lips. A 
maculo-papular eruption was seen on the limbs, chiefly 
on the flexor aspect. The spots were pink in colour, oval 
or circular in outline, slightly raised, nodular, somewhat 
tender or slightly itchy, and they disappeared completely 
on pressure. They varied in diameter from 0-6 to 2-5 
centimetres (a quarter to one inch). Some of them had a 
striking resemblance to the eruption of erythema nodosum. 
Some of the spots were ringed with a skin pencil, and 
subsequent observations showed that they came out in 
crops, usually after the onset of each rise of temperature. 
Each spot lasted for from twenty-four to thirty-six hours, 
and then disappeared without leaving any trace of pig- 
mentation or other visible change. In the course of the 
illness spots occasionally appeared on the abdomen as well 
as on the limbs. One spot was noted on the left temple; 
otherwise the face was not involved. The rash disappeared 
altogether after the thirtieth day of the illness, that is to 
say, after the last occasion on which there was a rise of 
temperature. 

The pains in the limbs, which were never very severe, 
were worse during a rise of temperature, and their onset 
coincided with the appearance of a fresh crop of spots. 
They were referred to the region of the joints; but on 
examination the joints were found to exhibit no sign of 
redness, swelling or tenderness, and movement was free ' 
and painless. There was, however, slight tenderness on 
palpation of the muscles above and below the joints. The 
pains, like the spots, lasted for from one to two days 
and then disappeared, to return again with each rise of 
temperature. They disappeared entirely after the thirtieth 
day, when the temperature finally returned to normal. 

The patient stated that she experienced uncomfortable 
sensations in the head, as though the top of the head was 
being held in a vice. She also complained of some pain 
and stiffness at the back of the neck; but neither head 
retraction nor neck rigidity was present, and Kernig’s 
sign was absent. Lumbar puncture was not performed, 
as it was feared that this procedure might have the effect 
of localizing the infection in the meninges. 

At no time throughout the illness was any enlargement 
of the spleen, lymphatic glands or liver detected. The 
heart was not enlarged and cardiac murmurs were absent. 

The temperature was intermittent in type (see Figure I), 
the rises occurring about every third day, with intervening 
afebrile periods of about two days. Frequently a large rise 
of temperature was succeeded by a smaller one on the 
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following day, and then by a day without pyrexia. The 
intermittent character of the pyrexia was most marked at 
the height of the fever. The temperature ranged between 
36-15° and 40° C. (97° and 104° F.). During the greater 
rises of temperature rigors frequently occurred. In the 
earlier part of the illness the pulse increased in rate by 
ten to twelve beats per minute for every degree Fahrenheit 
rise of temperature above the normal; but after the 
twelfth day the pulse became accelerated out of proportion 
to the temperature and continued to show intermittent 
increases in rate even after the temperature had returned 
to normal. The duration of the pyrexial period was 
twenty-nine days. During the greater rises of temperature 
the patient, in addition to having joint pains, experienced 


slight general malaise; but it was remarkable how well- 


she looked and felt, in spite of having a high temperature. 
At these times she was quite alert and interested in her 
surroundings. The tongue was slightly furred, but moist, 
and the appetite was fairly good. She was not weighed, 
but no obvious wasting was observed. 


DAYS 
4;>,sileTtr7i{s 


Ficure I. 


Portion of temperature chart, showing intermittent type of 
pyrexia, in a case of persistent benign meningococcal 
bacterizamia. 


Examination of the blood gave the following results. 
The erythrocytes numbered 4,400,000 per cubic millimetre, 
the hemoglobin value was 76%, and the colour index 0-86. 
The leucocytes numbered 7,500 per cubic millimetre, of 
which 705% were neutrophile cells, 17% were lympho- 
cytes, 1% were monocytes, 1% were eosinophile cells, 
and 05% were basophile cells. The blood serum failed to 
react to the Wassermann test. 

The patient was an intact virgin. She had some leucor- 
rheal discharge. This was examined for gonococci, but 
without result. A streptococcus of the viridans type was 
isolated from a carious tooth. 

Blood cultures were made on the seventeenth and 
twenty-fifth days. On both occasions a Gram-negative 
diplococcus having the morphological and _ cultural 
characters of the meningococcus was isolated. This 
organism fermented glucose and maltose, but not sac- 
charose. It was remarkably resistant and viable, and grew 
on ordinary agar. It did not, however, grow at ordinary 
room temperature. It was found to belong to Gordon's 
Type Il. A similar organism was cultivated from the 
nasopharynx on the twenty-second day. 





Salicylates: were found to have no influence upon the 
pains or upon the pyrexia. The patient recovered com- 
pletely, without complications, and was discharged from 
hospital at the end of three weeks. As she appeared to be 
recovering spontaneously, no antimeningococcal serum was 
given. 

She was reexamined four months later and found to be 
in excellent health. She stated that she had felt perfectly 
well since her discharge from hospital, and no organisms 
were now grown from the blood on attempted culture. 


Comment. 

This case illustrates the need for bearing in mind 
the possibility of meningococcal bacteriemia as a 
diagnosis in cases of pyrexia of obscure origin. The 
main points to be emphasized are the intermittent 
character of the pyrexia, the presence of a maculo- 
papular eruption, pains in the limbs without any 
tenderness, swelling or redness of the joints, the 
presence of herpes on the lips, and the state of 
comparative general well-being of the patient. 


On account of the flitting joint pains this patient 
was at first considered to be suffering from 
rheumatic fever. Later, the diagnosis was changed 
to one of influenza, because of the fever, the herpes, 
the pains and the absence of localizing signs. The 
diagnosis of subacute meningococcal bacteriwemia 
was, however, eventually made on clinical grounds. 
This diagnosis was later confirmed by bacterio- 
logical examination. As there was at first some 
doubt as to the identity of the organisms isolated 
from the blood and nasopharynx, I took cultures 
with me to England and had them examined at 
the Lister Institute, London. The report from 
the institute stated that the organism was a 
meningococcus belonging to Type ITI. 
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PATHOLOGICAL REPORTS FROM THE CHILDREN’S 
HOSPITAL, MELBOURNE. 


By ReeGrnatp Wesster, M.D., D.Sc., 
Pathologist to the Children’s Hospital, Melbourne. 


I. Peptic Utcer 1n INFANCY. 


Tue specimen which forms the basis of the following 
report and discussion is presented as an example of chronic 
peptic ulcer in infancy, a condition of very rare occurrence. 
It was secured from a male infant, who died in the 
Children’s Hospital, Melbourne, on October 12, 1934, having 
been admitted to the baby ward twelve days previously in 
a condition of malnutrition and asthenia. 


History. 


The baby was born at full term and had thrived excep- 
tionally well for one month, the period during whith breast 
feeding had been maintained successfully. With the 
failure of natural feeding the child was weaned, and there- 
after suffered from persistent vomiting. At the time 
of his admission to hospital he was four months old and 
had completed a distressful three months of vomiting. 
Vomiting occurred several times a day, was not regularly 
related to feeding, and was sometimes projectile. The 
mother stated that the baby often cried with pain, 
screamed, and drew up his legs. He always seemed to be 
ravenously hungry, had been very constipated, and had 
lost much weight. 

The infant was naturally suspected of having pyloric 
stenosis, but frequent inspections after feeding disclosed no 
peristaltic waves, and attempts to palpate a pyloric tumour 
resulted consistently in negative findings. On the presump- 





tion that the baby’s illness was attributable to faulty 
dietetic management, the feeding was adjusted and an 
expectant attitude was maintained. Six days after his 
admission to hospital the infant became febrile, displayed 
clear clinical evidence of bronchopneumonia, and died 
within a week. 


Post Mortem Findings. 

At the autopsy I found the anticipated broncho- 
pneumonia, which was undoubtedly the immediate cause 
of death. On palpation of the pylorus a certain degree of 
induration, which suggested pyloric hypertrophy, was 
apparent, although there was no visible pyloric tumour 
and the induration did not affect the pylorus uniformly 
and symmetrically as in congenital hypertrophic stenosis 
of the pylorus. When the stomach was opened it became 
evident that the pyloric musculature was not hyper- 
trophied, and that the induration noted was that of the 
base of a small ulcer, situated on the posterior wall of the 
stomach immediately adjacent to the gastro-duodenal 
junction, as shown in Figure I. 

The ulcer presented positive indications of chronicity, 
being sharply defined, with raised, indurated, “rolled-over” 
edges, and exhibiting a thickened base of circular shape, 
1-2 centimetres in diameter. The loss of tissue involved 
mucosa and submucosa, the muscle coat being exposed but 
apparently intact. The precise condition of the remainder 
of the gastric mucous membrane was difficult to assess, 
owing to the rapid development of post mortem changes, 
but it could be confidently stated that the pyloric ulcer 
was the only one of its kind. 

The intestinal mucous membrane contained no inflam- 
matory changes and no ulcerative lesions of the lymphoid 
tissue. 

Discussion. 


The discovery of this type of lesion in so young an 
infant naturally induces séme reflections on the frequency 
of such an occurrence and on the probable etiological 
factors. The literature on the subject of gastric and 
duodenal ulcers in infancy and childhood is surprisingly 
extensive, and as one reference after another is located, 
it becomes a little bewildering. The greater part is con- 
cerned with duodenal ulceration, which by common consent 
of all writers occurs much more frequently than gastric 
ulceration. According to Entz,™ the ratio of frequency of 
duodenal to gastric ulceration in infancy and childhood 
is as 10:1. 

The great majority of ulcers of the stomach and 
duodenum recorded by the various writers on the subject 
are of a type essentially different from that exemplified by 
the specimen now under consideration. They include 
hemorrhagic erosions, multiple follicular ulcerations, and 
rare instances of tuberculous ulceration of the stomach. 
The hemorrhagic erosions incidental to conditions such 
as melena neonatorum and severe septicemia, as also the 
shallow follicular ulcerations which are provoked by 
chronic gastritis, have come within my experience, but I 
have never observed a tuberculous ulcer of the stomach or 
duodenum. Holt” records the occurrence of gastric ulcera- 
tion in five of 119 tuberculous children subjected to autopsy, 
all but one of whom were infants. 

Another group is composed of those ulcers, particularly 
of the duodenum, which occur in marasmic and atrophic 
infants. Reuben™ quotes Helmholz as having found ulcers 
in the duodenum in eight of 16 infants who died from 
“marasmus”, or the “podatrophy” of the American writers. 
I have conducted post mortem examinations on many such 
marasmic infants and have never observed an ulcer in the 
duodenum, but I confess that I have not made it a point 
of routine to look for it. 

Of particular interest are the congenital lesions of the 
gastric mucosa in which auto-digestion proceeds apace, as 
in the case reported by H. E. Butka; the subject was an 
infant who died at the age of six days, having exhibited 
hematemesis and melena, and displayed at autopsy pneumo- 
peritoneum and peritonitis contingent on the perforation of 
a gastric ulcer. 

The present specimen is submitted as an instance of true 
peptic ulcer of the stomach, concerning which condition 
Holt states: “We have never seen an instance of peptic 
ulcer of the stomach in infancy.” 
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O. S. Proctor® remarks that ulcers of the stomach and 
duodenum in children, from all cause8, acute or chronic, 
have been noted more frequently during the last twenty 
years, but that chronic peptic ulcer remains rare. Emphasis 
has already been laid on the chronicity of the ulcer under 
discussion, though to speak of chronicity in relation to an 
infant four months old seems. of the nature of a paradox. 
Proctor lays down as criteria of chronicity: (i) the presence 
of symptoms and signs for a period of two months or 
longer, (ii) indurated and raised edges to the ulcer, 
(iii) the existence of adhesions to neighbouring structures. 
In this specimen there are no perigastric adhesions, but 
the first two conditions are amply fulfilled. 

In a wide search of the literature, attested by his 
detailed bibliography, Proctor could find only 19 cases 
which by his standards could be classified as chronic peptic 
ulcer. . The majority of such ulcers occurred in older 
children of eight to fourteen years of age; one was in a 
child aged two years, and the youngest patient was a baby 
boy of six months, in whom laparotomy disclosed a scar 
characteristic of duodenal ulceration. It is perhaps of some 
local interest to note that Proctor,” writing in Surgery, 
Gynecology and Obstetrics, in 1925, included among the 
nineteen cases which he allowed to be genuine examples 
of chronic peptic ulcer in children, one reported by Dr. T 
Garnet Leary® of Sandringham, Victoria, in The Inter- 
colonial Medical Journal of Australia (1907)—a journal no 
longer extant. 

The occurrence of a gastric ulcer, of undoubted 
chronicity, in an infant of four months of age, provokes 
some interesting speculations regarding the probable 
wtiology. Obviously all the so-called predisposing factors 
to peptic ulceration in adults are inapplicable, and at first 
sight it appears very difficult to reconcile the lesion in the 
specimen under discussion with prevailing conceptions 
regarding the etiology of peptic ulcer. These postulate a 
vascular lesion in the mucous membrane, an interstitial 
hemorrhage or thrombotic occlusion of one of the small 
vessels, followed by auto-digestion of the affected area. The 
primary cause of the hemorrhage or thrombosis is con- 
sidered to be infective and of hematogenous origin. Many 
of the acute ulcers in infancy are rationally explained on 
this basis, and as illustrating the réle of infection, H. H. 
Borland” has published details of the remarkable case of 
an infant, eight months of age, who developed a perforating 
ulcer in the following circumstances. The infant had been 
under treatment for eczema of the scalp for a period of six 
months when an acute exacerbation of the skin lesions 
occurred, with the development of large pustules and edema 
of the face. Haematemesis and melena supervened, death 
occurred within a week, and at autopsy a perforated ulcer 
of the duodenum was found. 

In the pathological museum at the Children’s Hospital, 
Melbourne, is a specimen showing ulceration of the 
duodenum incidental to acute infective illness, namely, 
purulent meningitis, which occasioned the death of an 
infant aged thirteen months. The ulcer is situated on the 
anterior wall of the duodenum, 0-5 centimetre from the 
pyloric ring. It is ovoid in shape, measuring 1 centimetre 
in the longer diameter and 0-5 centimetre in the shorter. 
The edges are not raised or thickened, and tend to shelve, 
and there are indications of a healing tendency. Acute 
infections of all kinds have been responsible for duodenal 
ulcer in children—the acute peptic ulcer found at autopsy. 

In each of these two cases the initial vascular lesion in 
the duodenal mucous membrane might well have been due 
to a septic embolus. 

In returning to the infant whose death at the age of 
four months furnished this specimen of chronic peptic 
ulcer, I must emphasize that no source of hematogenous 
infection was apparent, though admittedly the possibility 
is not thereby excluded. Any attempt to foilow the 
sequence of events which culminated in such an unusual 
lesion would be illogically conceived if it failed to appre- 
ciate the significance of the clinical history. Reference to 
the notes taken at the time of the child’s admission to 
hospital shows that for the first month the baby thrived 
“exceptionally well”. His troubles dated from the inception 
of artificial feeding; and, although the early development 
of post mortem changes obscured the precise state of the 
mucous membrane of the stomach generally, it is fair to 





assume that some degree of chronic gastritis was a con- 
comitant of the infantile dyspepsia. Boyd states that an 
increasing amount of attention has been given of late years 


_to the part played by chronic gastritis in the pathogenesis 


of peptic ulcer in adults. Within a week of writing these 
notes I conducted an autopsy on an infant aged eight 
months, in whom I found a condition of aggravated gastritis 
attended by numerous shallow follicular ulcerations in the 
mucous membrane of the antrum pylori, by excessive 
mucus, and by “coffee-ground” stomach contents, which 
reacted promptly to chemical tests for blood. Might noi 
the initial damage to the gastric mucous membrane. 
rendering it vulnerable to autodigestion, be caused by a 
local inflammatory process as well as by hematogenous 
infection? That the primary injury was of local origin is 
strongly suggested in the present instance by the clinica! 
history. 

It is as well, perhaps, that I leave the subject at this 
point for the present, having recorded the occurrence of 
chronic peptic ulceration in a patient so young that medica! 
literature, as far as I have been able to search it, does 
not furnish a parallel. 
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Il. INTRAMEDULLARY TUBERCULOMA. 


INTRAMEDULLARY tuberculoma, or solitary tubercle of the 
spinal cord, is of sufficiently rare occurrence and intrinsic 
interest to warrant an attempt to bring a particularly good 
example of the condition out of the seclusion of a patho- 
logical museum into the prominence afforded by publication 

The specimen illustrated was obtained at an autopsy 
which I performed on a girl aged eight years, who was 
admitted to the Children’s Hospital in 1914. She remained 
in hospital for several months, at the end of which period 
she was fitted with a double Thomas splint and was dis- 
charged to the out-patient department, as being affected in 
all probability with tuberculosis of the spine (Pott’s 
disease). In January, 1916, the girl was readmitted to the 
hospital, complete paraplegia and incontinence of urine 
and feces having developed. She then had not very long 
to live, and died on February 16, 1916. 

Unfortunately the clinical record of this girl cannot b 
traced, but the foregoing facts are noted in the post mortem 
register in connexion with my account of the autopsy 
findings, from which I have extracted the following points 
as pertinent to the present report. 

The body was in a state of extreme emaciation. A slight 
degree of kyphosis was observed in the lower dorsal region, 
but this could not be said to approach an angula: 
deformity; it was associated with a scoliotic curve, conve. 
towards the left in the cervical and upper dorsal regions 

Dense adhesions were present over all surfaces of the 
left lung, and within the pulmonary tissue was an apicza! 
cavity which I described at the time as “firm-walled and 
containing caseous material”. There appeared to be no 
miliary tubercles, and the only tuberculous processes here 
encountered were of old standing. In the apical region 
the right lung was a small patch of cheesy consolida- 
tion, which had not progressed to the stage of softening 
and cavitation. 

A point which in retrospect seems of special significance 
is that no tuberculous changes could be detected macro- 
scopically in the mediastinal glands. Further, there was 
no abdominal tuberculosis, and the peritoneum, the mesen- 
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teric glands, the intestinal mucous membrane'\and the 
Fallopian tubes were all apparently healthy in this respect. 

The iodine test for amyloid disease was applied to the 
liver and kidneys, in view of the two years’ history of 
presumed tuberculosis of the spine, but neither hepatic nor 
renal tissue yielded a positive reaction. 

The mucous membrane of the renal tract exhibited 
hronic purulent pyelocystitis, unaccompanied by any 
ulcerative process or suppuration within the kidney 
substance. 

A length of the spinal column from the ninth dorsal 
vertebra to the fifth lumbar vertebra was removed. 
Presumably the radiographic examination during life had 
failed to confirm the diagnosis of Pott’s disease or was in 
some respect inconclusive, for Dr. H. M. Hewlett asked 
that a post mortem radiogram should be taken of the spinal 
column before it was dissected. I well remember this post 
mortem radiogram, its clear demonstration of the absence 
of bony disease, the fusiform shadow in the spinal canal 
»pposite the bodies of the eleventh and twelfth dorsal and 
first lumbar vertebrae; and particularly do I recall the 


It is of some interest to note that of the 58 patients 
covered by Thalhimer’s review, 13 were aged fourteen years 
or less and seven were under four years of age. 

Almost without exception, intramedullary tuberculoma 
has occurred in subjects affected by advanced tuberculosis 
of the lungs and other viscera; but in the girl who 
furnished the specimen under discussion other tuberculous 
lesions were comparatively limited. They were pulmonary 
only, and seem to call for some comment on the ground 
that they were of “adult” type. Extensive pleural adhesions 
and firm-walled apical cavitation such as were present in 
this girl, with tracheo-bronchial glands not macroscopically 
involved in the tuberculous process, contrast strongly with 
the small “Ghon” lesion, absence of pleural adhesions and 
infection of the immediately related lymphatic glands, 


| which are synonymous with primary tuberculous pulmonary 


excited interest with which Dr. Hewlett correlated the | 


‘radiographic plate with the actual specimen, when I 
showed it in due course at a meeting of the Melbourne 


Pediatric Society. The fusiform shadow shown so clearly | 


in the radiogram was that of the intramedullary tuber- 
culoma to be seen in the photograph of the specimen 
(Figure II). It occupies the terminal five centimetres (two 


nehes) of the spinal cord, and is 1-9 centimetres in its | 


widest transverse diameter. 
The dura and leptomeninges in the immediate neigh- 


bourhood of this exceptionally large granuloma were 
adherent to the cord and somewhat thickened, but no | 


tubercles could be discerned. Excision of a portion of the 
“tumour” at the site shown in the photograph (Figure II) 
proved that the nervous tissue of the cord throughout a 
complete cross-section was replaced by a homogeneous, 
avascular, caseous,mass, surrounding which was a rim of 
greyish granulation tissue. Microscopic examination of a 
section of the central portion revealed no structure, as 
was to be anticipated; but the peripheral granulation tissue 
furnished an unequivocal example of the histological 
reaction occasioned by tuberculosis. A field -is shown in 
the photomicrograph (Figure III). 

As a point of interest to laboratory workers, it might 
be mentioned that the microscopic section of which 
Figure III is a photograph was recently prepared. I was 
impressed by the remarkable preservation of histological 
detail after the lapse of twenty-one years. 

This specimen of intramedullary tuberculoma of the 
spinal cord is the only one of its kind to have found its 
way into the pathological museum at the Children’s 
Hospital since the inception of the museum in 1913, a period 
of twenty-four years. That it should have remained the 
sole representative of its class is not surprising, for 
reference to the literature on the subject shows that this 
particular manifestation of tuberculosis occurs uncom- 
monly. The most comprehensive survey of the subject is 
that of Thalhimer,” who traced 84 genuine examples of 
solitary tuberculoma, reported one in detail himself, and 
reviewed 58 of the 84 cases published prior to the time of 
his own writing in March, 1922. 

F. L. Jennings (1934), in reporting clinical details of 
a ease of intramedullary tuberculoma, indicated that he 
had found five others, reported by Dandy,” Anderson 
(two cases), Waring,” and Kerfidhan, Woltman and 
Adson, in the interval since Thalhimer’s review. To all of 
these reports I have been able to obtain access except that 
of Kernohan, Woltman and Adson. In addition, I have 
loeated two other case records, published by C. Trabattoni® 
and A. M. Framberti,” respectively, and these, with the 
subject of the present report, bring the apparent total of 
reported cases of intramedullary tuberculoma of the spinal 
cord to 93. 

As further showing the comparative rarity of the 
condition, it is to be noted that the case report of Jennings® 
concerned the only example of intramedullary tuberculoma 
among 5,344 tuberculous patients in his records. 

Jaffe’ and Schultz™ state that in 7,000 consecutive 
autopsies, although they met with 48 examples of tuber- 
culoma of the brain, there was only one of the spinal cord. 





infection in childhood. The lesions were of the type which 
we are now taught to regard as those of reinfection, 
although argument still centres round the question whether 
such reinfection is endogenous or exogenous. It has been 
interesting to watch the fluctuating fortunes in this 
controversy. For a long time the protagonists of the 
doctrine that adult tuberculosis arose from the activation 
of an infection acquired during childhood imposed this 
teaching apparently convincingly, but they were super- 
seded by the school of exogenous reinfection. As recently 
as 1936, J. A. Johnston®® reopened the question and 
brought forward evidence which he held supported the 
theory of endogenous reinfection. This, however, is some- 
what apart from the subject of intramedullary tuberculoma. 

The example of this condition here reported is of larger 
dimensions than any that I have found recorded in the 
literature, the largest being three centimetres in length; 
and in the majority the longer diameter lies between 1-5 
and 3-0 centimetres. 

Solitary tubercle of the cord, of sufficient size to merit 
the designation “tuberculoma”, is a condition which offers 
few chances for successful treatment. The bar to ameliora- 
tive measures lies not so much in the lesion itself as in 
the widespread tuberculosis in which it is generally but an 
incident. As has been already indicated, this serious 
handicap was not present in the case of the girl who 
furnished the present specimen. The apical pulmonary 
lesions were the only other tuberculous manifestations, and 
of themselves were not necessarily an insuperable barrier 
to recovery. 

Two instances of successful surgical intervention for the 
removal of a solitary tubercle of the cord occur among the 
93 case records to which I have already referred as com- 
prising the literature on the subject. One such case was 
that of the patient whose clinical record was the first of 
the series abstracted by Thalhimer™ in his review. A man 
aged thirty-two years was enabled to resume his work as 
a telephone operator after surgical removal of an intra- 
medullary tuberculoma. The second surgical success was 
that of Elsberg,“’ who performed laminectomy and removed 
an intramedullary tuberculoma for a man aged fifty-seven 
years. This patient recovered control of the bladder and 
ability to walk unsupported, and was still alive eight years 
after the operation. 

There appears to be no difficulty in the enucleation of 
the “tumours”, which shell out easily, but an undoubted 
risk of the operation is the liability to tuberculous 
meningitis, which may supervene a few weeks or months 
after the operation. 

It is interesting to review the advances in diagnosis and 
localization of intraspinal growths generally since this 
specimen was secured in 1916. Queckenstedt’s sign was 
introduced later in the same year. Cisterna magna 
puncture was first applied clinically by Ayer in 1920, 
following the animal experimental work of Wegeforth, 
Ayer, and Essick,™ published in 1919. Ayer’s manometric 
methods combined with double punctures followed and 
advanced materially the means of recognition of a block 
in the spinal canal. Dandy“ had just suggested the intro- 
duction of air for radiography with the same object in 
view when Sicard, in 1921, introduced his illuminating 
procedure of the intrathecal introduction of lipiodol as an 
adjuvant to the radiography of the spinal canal. 

As I have mentioned earlier, the notes of the symptoma- 
tology and neurological findings in this girl have been lost. 
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Could they be recovered, it might be a profitable exercise 
to consider what might have been accomplished for the 
patient by a proper application of the technique of neuro- 
logical diagnosis which has since been evolved. In the 
absence of the essential data upon which to frame such 
interesting speculations, the specimen may return to its 


niche in the museum. At least it may claim to be a good | 


one of its kind. 
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Ill. Grant Driverticutum (REDUPLICATION) oF 
THE COLON. 


In the third essay of this series, discussion centres round 
a specimen of giant diverticulum of the colon which I 
secured at an autopsy on the body of a female infant who 
died at the age of eight months. 

She was admitted to the baby ward of the Children’s 
Hospital on June 24, 1937, having previously attended the 
out-patient department for the removal of accessory fingers 
and toes in March of this year. 

The account given of the child’s illness was that she 
had been subject to attacks of vomiting since birth. The 
vomiting had been progressively more troublesome during 
the two months prior to her admission to hospital, and for 
the last two weeks of this period had been intractable, 
occurring after almost every feed. At the time of her 
admission the baby was suffering from bronchitis with 
concomitant fever. She remained in hospital for a period 
of seven weeks, throughout which time she was febrile and 
subject to frequent vomiting. At no time were any 
abnormal features detected in the motions. The infant 
went steadily downhill and died, the diagnosis being very 
obscure. 

At the post mortem examination it was observed that 
there was a notable degree of plastic peritonitis, with 
resulting adhesion of coils of intestine to one another. In 
the process of separating the adhesions I ruptured an 
abscess of considerable size, which from its situation 
appeared to be of appendiceal origin. It soon became clear, 
however, that the suppuration was not to be referred to 
inflammatory processes affecting the appendix, as a glance 
at the illustration will show (Figure IV). 

In the presence of the adhesive peritonitis the source of 
the abscess was not easy to elucidate, but eventually a 











| occurring “false” diverticula. 


blind loop of gut was found lying against the wall of the 
caecum. Two perforations were present in the semi- 
gangrenous wall of this blind loop, two centimetres and 
three centimetres from the apex respectively. The patho- 
logical condition which I ultimately unravelled was an 
instance of giant diverticulum of the colon, and the illus- 
tration is a photograph of the specimen. 

The caecum and appendix were of normal structure. At 
a point about half-way along the course of the transverse 
colon a narrow sulcus commenced and ran centrally along 
the anterior aspect of the colon, actually in the centre of 
the anterior longitudinal muscular band, to a point about 
three centimetres beyond the splenic flexure, where the 
bowel appeared to bifurcate. One limb of the bifurcation 
pursued a normal course to the anus; the other traversed 
the abdomen obliquely to terminate in a swollen, bulbous, 
blind extremity which lay against the medial wall of the 
caecum. 

It seemed probable that the sulcus was to be taken as 
indicative of the presence of a septum, and such was 
found to be the case, so that the colon was “double- 
barrelled” for some distance proximal to the point a: 
which the “diverticulum” elected to deviate from the path 
of colonic rectitude. The diverticulum was, from the point 
of origin of the “septum” to the blind extremity, 22-5 
centimetres (nine inches) in length. It was identical iu 
structure with the large bowel, possessing serous coat, 


| double muscular coats, submucous tissue and a lining ot 


mucous membrane. The mucous membrane was to naked- 
eye examination not hypertrophic or polypoid, except i: 
the bulbous extremity, where it was definitely thickened i: 
the neighbourhood of two small chronic ulcers, both o! 
which had perforated. 

It was not necessary to postulate heterotopic glandula: 
tissue to explain these occurrences in the bulbous end oi 
the diverticulum, for they could be satisfactorily accounte: 
for on a basis of retention of intestinal contents and 
stercoral ulceration. At the same time the possibility o! 
heterotopia could not be ignored, and sections were there 


| fore prepared for microscopic examination. 


The only situation in the diverticulum in which the 
microscopic section suggested the occurrence of heterotopia 
was the bulbous blind extremity. The tissue from which 


| the section was prepared was excised in the immediate 


neighbourhood of the perforated ulcers, where, as has been 
already indicated, the mucous membrane appeared 
thickened and hyperplastic. In the histological examina- 
tion it was noted that, although much of the epithelium 
had been shed in the prolonged inflammatory processes, 
that which remained was of the stratified squamous type. 
A group of gland acini, placed superficially to the 
muscularis mucose, exhibited a cuboidal epithelium, which 
was not as tall as that of the glands elsewhere in the 
mucous membrane, and lacked the “goblet” cells. 

At first sight I was disposed to regard this section as 
indicative of the presence of heterotopic tissue, for the 
structure seemed identical with that of the esophageal 
mucous membrane immediately proximal to its junction 
with that of the cardiac end of the stomach. On further 
consideration, however, it seemed more probable that the 
stratified squamous epithelium was that of the pars analis 
recti; so that the presence of heterotopic epithelial tissue 
in the diverticulum is to be regarded as not demonstrated. 

Up to the present point in the discussion of this specimen 
I have referred to the anomalous length of colon as a 
diverticulum; but it will be necessary to consider whether 
it would not be better described as a reduplication. The 
general questions of reduplications, diverticula and 
enterogenous cysts have been treated exhaustively and 
independently by Evans” and Edwards.” 

Edwards regards giant diverticula, such as the present 
example, as reduplications of the colon, and advances 
interesting arguments to support the view that they 
represent belated attempts at the formation of a twin. 
Evans, on the other hand, is of opinion that many instances 
recorded as reduplications of the bowel are either 
developmental diverticula or enterogenous cysts. 

It is obvious that the present specimen represents « 
class of diverticulum quite apart from the commonly 
Such are much smaller. 
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are frequently multiple, and arise by a hernial protrusion 
of the mucous membrane through some congenital or 
acquired weakness in the wall of the bowel. They do not, 
as does the present specimen, reproduce the structure of 
the bowel in its entirety—an essential feature of all 
true congenital diverticula. 

Edwards classifies congenital diverticula for descriptive 
purposes as (i) cyst-like diverticula, (ii) diverticula 
associated with accessory pancreatic tissue, (iii) giant 
diverticula. 

Cyst-like diverticula are probably of the same genesis as 
true cysts of the intestinal wall—the so-called “entero- 
geneous cysts”. The work of Lewis and Thyng has been 
widely accepted as affording an embryological explanation 
for the occurrence of such cysts. These observers describe 
pouch-like processes arising from the gut, and epithelial 
nodules occurring in the wall of the gut, in the majority 
of the early embryos of the rabbit, the pig and man, which 
they examined. Persistence of such pouches might result 
in diverticula, and cysts might arise from degeneration 
of the epithelial nodules. It is to be noted that these 
findings were confined to the small intestine. 

The great majority of diverticula with which pancreatic 
tissue is associated are Meckel’s diverticula. The presence 
of pancreatic tissue in a Meckel’s diverticulum is always 
a probability, and I recollect several examples illustrative 
of this association in patients at the Children’s Hospital. 
The last instance of this particular manifestation of 
heterotopia was that which occasioned intestinal hemor- 
rhage in a boy for whom Dr. J. G. Whitaker removed the 
Meckel’s diverticulum approximately two years ago: 

In any congenital diverticulum of the small intestine 
misplaced epithelial tissue may be encountered. This may 
be gastric mucosa, cardiac or pyloric tissue, Brunner’s 
glands or pancreatic tissue. It appears that in the arrest 
of normal development which determines the formation of 
a Meckel’s diverticulum, the primitive entoderm retains 
and exercises its potentialities for developing into any of 
the several types of alimentary epithelium. 

As far as I can gather, the occurrence of heterotopic 
glandular epithelium is much less probable in diverticula 
of the large intestine than in those arising in connexion 
with the small bowel. Articles generally agreed to be 
authoritative on the question of misplaced epithelial 
tissue in the alimentary tract are those of Taylor and 
Nicholson.” In the course of two years at the Leeds 
General Infirmary, by examining all available operative 
and post mortem material, Taylor found eighty-one 
instances of misplaced epithelial tissue in the alimentary 
tract; but all were in the small intestine, none in the 
colon. It is therefore not surprising that no heterotopia 
appeared in the microscopic sections prepared from this 
specimen. 

Giant divertfcula occur much less commonly than the 
two types just discussed, and it is in this class that the 
specimen illustrated is to be placed. The pathological 
museum at the Children’s Hospital possesses one other 
example of the condition, obtained from an infant who 
died seventy-two hours after birth. In this instance the 
colon was “double-barrelled” from approximately the same 
point as in the specimen which furnishes the subject of 
the present report, one loop ending blindly in the tissues 
at the base of the bladder, the other taking a normal 
course, but rendered functionally ineffective by an 
imperforate anus. 

It really appears that the only distinction to be drawn 
between such giant diverticula and ‘the more obvious 
examples of reduplication of the bowel, such as occur more 
frequently in the lower animals, is one of degree. 

The perfect example of reduplication of growth is found 
in uniovular twins. Experimentally” it has been found 
possible to divide the fertilized amphibian ovum and 
produce twin embryos, provided the division is effected at 
a sufficiently early stage—in embryological chronology 
before the completion of the gastrula. Attempts to produce 
twin embryos at a later stage in the development of the 
ovum result in the reduplication of some part or parts 
of the body. Whatever the nature of the stimulus to 
duplication of growth might be, the extent of the duplica- 





tion is apparently determined by the stage of development 
the ovum has reached when it receives such stimulus. A 
stimulus falling in the earliest phase results in a perfect 
twin; in a later phase, in reduplication of a limb or a 
segment of bowel. In the case under consideration the 
giant diverticulum would, according to the theory 
elaborated by Edwards,” owe its origin to forces acting 
on the embryo during the differentiation of cells to form 
the primitive gut, the forces being of the same nature 
as those which determine twin growth. 

I have already mentioned the occurrence of accessory 
fingers and toes in this infant, and the” presence of 
reduplicated digits, along with the reduplicated colon, 
lends strong support to the -view that both phenomena 
ss a mistimed or belated attempt at the formation 
of a twin. 
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Reviews. 





THE RHEUMATIC DISEASES. 





Sim Leonarp HILL AnD Dr. Puitipe ELLMAN are the editors 
of a small book containing the substance of the lectures 
delivered during 1936 and 1937 by the medical staff of 
the Saint John Clinic and Institute of Physical Medicine 
in Londons The list of contributors of articles contains 
the names of many brilliant teachers of the various London 
medical centres. Their views on the significance of the 
rheumatic diseases, on the early diagnosis of these infec- 
tions, and on the various practical methods available in 
treatment claim our earnest attention. 


The editors point out that the “unitary theory”, that 
rheumatic fever and rheumatoid arthritis are different 
forms of the same underlying pathological process, is 
gaining adherents. They a!so state that some workers go 
so far as to include osteoarthritis, while others see little 
tangible evidence to support the unitary theory. 


It is not possible to review each of the twenty contribu- 
tions separately. They cover the ground admirably and 
will repay study by general practitioners, public health 
authorities and all.interested in the progress of knowledge, 
which is essential to the satisfactory handling of a group 
of diseases which cause a great deal of morbidity and 
economic loss. Sir William Willcox, the Chairman of the 
Medical Advisory Board of the Saint John Clinic, surveys 
the etiological and clinical features of the rheumatic 
diseases and emphasizes the necessity for treating the 
individual patient rather than the disease. The influences 
of endocrine derangement, vitamin deficiency, sepsis, 
heredity and temperament must each be borne in mind by 
the physician who gives instructions to his patient. 
Rheumatoid arthritis, osteoarthritis and villous arthritis 
may occur in combination in one joint. During treatment 
it is important to distinguish acute conditions, which 
demand that the joints should be kept at rest, from more 





“The Rheumatic Diseases: A Course of Lectures Arranged 
by the Staff of the St. John Clinic and Institute of Physical 
Medicine”, edited by Sir L. Hill, M.B., LL.D., F.R.S., and 
P. Eliman, M.D., M.R.C.P., with a foreword by Sir A. MacNalty, 
K.C.B., M.D., F.R.C.P.; 1938. London: Edward Arnold and 
oe oa ‘ Demy 8vo, pp. 282, with illustrations. Price : 

s. 6d. net. 
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chronic states, in which the physical methods of treatment 
are of value. Willcox includes in the physical methods 
mentioned, massage, various forms of heat application, 
infra-red radiation, radiotherapy, short-wave radiotherapy, 
and ultra-violet ray treatment. He defines the réle of 
manipulative and operative surgery, and states that intes- 
tinal antiseptics and gold salts have their uses and abuses. 
He issues a warning against the use of “Atophan” and its 
derivatives, and says that protein shock methods are going 
out of vogue. Defining allergy as “negative immunity”, 
he points out that arthritic patients are very sensitive, 
and advocates the use of antistreptococcal serum in normal 
saline solution administered per rectum, claiming that in 
some cases great improvement takes place. He regards 
autogenous vaccines as valuable, when properly used. 

The other contributors expand and define the several 
matters referred to by the chairman, and between them they 
not only state the known facts, but also reveal the many 
gaps in our knowledge of the rheumatic diseases. 

It is most inspiring to read of the world-wide efforts 
which are being made by means of the campaign against 
rheumatism in different countries to study and develop 
the best methods of prevention and cure, and to apply 
what is already known to the service of the community. 





LIGHT THERAPY. 


Tue second edition of “Light, Therapy”, by Frank 
Hammond Krusen, M.D., reproduces all the praiseworthy 
features of the first edition. Broadly the book is not 
much changed. The chapter devoted to physiology has 
been considerably expanded and now represents a very 
fair synopsis of the present basis on which light therapy 
stands. The bibliography has been increased, the number 
of references to associated literature being almost doubled. 
This feature will be especially appreciated by those 
students who like to pursue their studies to the original 
sources. 

Dr. Krusen has throughout adopted a particularly 
impersonal attitude and evidently aims to present an 
uncoloured précis of present knowledge relating to his 
subject. His, definite claims on behalf of ultra-violet 
radiation are strictly limited, and for the rest he lays 
the case before the reader, quoting impartially and imper- 
sonally from a wide range of literature, largely by means 
of verbatim extracts. 

This objective and synoptic method, carried out efficiently, 
covers a wide field in a relatively small space; but the 
skeleton framework so erected needs filling out by more 
detailed reading. The two hundred and thirty references 
at the end of the book are an excellent guide to this 
further knowledge. They are really the protocols from 
which the book is written, for Dr. Krusen’s style and 
method are so entirely objective that he has merely given 
us a very excellent summary, untouched by his own 
personal beliefs. 

In a world so filled with blinded enthusiasms this coldly 
scientific attitude is as refreshing as a cold douche. The 
refusal to fill the reader’s mind with conventional nostrums 
is coupled with an insistence that he make up that mind 
for himself by a balanced consideration of the data 
presented, even though many of the claims and assertions 
are not supported by the available acceptable evidence. 

The book still remains one of the best introductions 
to the study of light therapy, and its spirit of conservatism 
is probably best shown by a . extract: 


Anyone who reviews the ts [of diseases] which 
head the following sections must be convinced of the 
rash manner in which ultra-violet light has been 
recommended for almost countless ills. It is utterly 





1“Light Therapy”, by F. H. Krusen, M.D.; Second Edition; 
937. New York; Paul B. Hoeber Incorporated; Australia: 


pe and Robertson Limited. Large crown 8vo, pp. 258, with | 


42 illustrations. Price: 21s. net. 





impossible for one individual properly to evaluate 
these claims for the efficacy of ultra-violet light in so 
many diverse branches of medicine. References are 
given, and it is suggested that the student, interested 
in some specialty, go to the original sources and 
investigate the claims. The student should be warned 
that I do not consider all the sources given as reliable, 
and that his judgment, based on previously presented 
facts, will have to be relied upon in evaluating these 
articles. 





A MANUAL OF OBSTETRICS. 


Epen AND HOoLiANnp’s “Manual. of Obstetrics’ has been 
one of the standard British text-books of obstetrical 
teaching for the past thirty years. The eighth edition 
has undergone extensive rearrangement; many sections 
have been rewritten and much recent work has been 
added. Although new material has been added and the 
illustrations have been increased in number, it is pleasing 
to note no appreciable increase in size of the book. 

The whole field of obstetrics is surveyed in a concise 
and balanced fashion. The fields of biochemistry, endo- 
crinology, dietetics and pathology, as they affect the 
parturient woman, are well covered. Herein lie our chief 
hopes for further advances in obstetrics. 

The multiplicity of hypotheses advanced for the etiology 
of the toxemias of pregnancy testifies to our essential lack 
of knowledge of the causes of these diseases. In eclampsia 
natural or assisted delivery by ordinary obstetrical pro- 
cedures yields much better results than treatment by 
Cesarean section. On the other hand, the increased 
employment of Cesarean section for placenta previa is 
justified by results. 

Intravenous injections of calcium gluconate and of a 
10% solution of pure glucose are recommended in the 
treatment of toxemia of pregnancy. “Prontosil” prepara- 
tions are of proved value in the treatment of pyelitis of 
pregnancy. The authors state that uterine fibroids and 
displacements of the uterus play a smaller part in the 
causation of abortion than was formerly thought. The 
réle played by vitamin EZ deficiency in abortion is worthy 
of consideration. The administration of “Progesterone” 
in threatened abortion is rational and effective. 

The important work of Cauldwell and Moloy on 
anatomical variations in the female pelvis and their effect 
on labour is given in detail. “Complete pelvic radiography 
has opened up a new in obstetrics and it has already 
abundantly justified by its results.” 

Following Dudley and Moir’s work, thq authors state 
that “Ergometrine” is the most effective preparation of 
ergot for post partum hemorrhage. The section on 
puerperal infection has been rewritten, and chemotherapy 
with drugs of the “Prontosil’” group is detailed. The treat- 
ment of mild and moderate pelvic disproportion by “trial 
labour” has gained ground in England at the expense of 
induction of labour. Criticism might be levelled at the 
practice of routine bimanual examination before the 
patient gets up. 

The great advantages of the lower segment operation 
over classical Cesaregn section are. described. Holland 
still uses interrupted silkworm gut sutures in the classical 
operation, on account of the greater security against post- 
operative hemorrhage and the better chance of obtaining 
a strong scar. Prominence is given to the treatment of 
asphyzia neonatorum by means of tracheal insufflation. 

Two important features of the manual are the excellent 
illustrations and the “guide to further readings” inserted 
at the end of each section. The references are completely 
up to date and should attract the specialist and the general 
ovemecanral as well as the student. 





by T. W. Eden, M.D., Ch.M., 
and E. Holland, M.D., B.S. 
London : 


" ——- of Obstetrics”, 
. F.R.C.S., F.C.O.G., 

.. F.R.C.S., F.C.0.G.; Eighth Edition; 1937. 

a A. Churchill Limited. Demy —_ pp. 777, with 12 


plates and 398 illustrations. Price: 24s. net 
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All articles submitted for publication in this journal 
should be typed with double or treble spacing. Carbon 
copies should not be sent. Authors are requested to avoid 
the use of abbreviations and not to underline either words 
or phrases. 


- References to articles and books should be carefully 
checked. In a reference the following information should 
be given without abbreviation: Initials of author, surname 
of author, full title of article, name of journal, volume. 
full date (month, day and year), number of the first page 
of the article. If a reference is made to an abstract of a 
paper, the name of the original journal, together with 
that of the journal in which the abstract has appeared, 
should be given with full date in each instance. 


Authors who are not accustomed to preparing drawings 
or photographic prints for reproduction, are invited to 
seek the advice of the Editor. 


“LEST WE FORGET.” 





AT every meeting of the Returned Sailors and 
Soldiers’ Imperial League, after a two minutes 
silence in memory of fallen comrades, every man 
utters the words “Lest We Forget”. 
Anzac Day anniversary those who have been called 


On every 


to be kings and priests are pouring out the strong 
drink of the emotions. “It is not for kings to drink 
wine; nor for princes strong drink” but to “judge 
righteously, and plead the cause of the poor and 
needy.” Communities are like individuals in their 
reactions to conditions producing physical or mental 
distress. The men who were mentally or physically 
disabled by the War have been cared for by the 
bodies appointed for the purpose, and the com- 
munity at large rightly refuses to dwell morbidly 
on their disability and tends to forget them. But 
a new problem presents itself which, as the years 
go by, will more and more assert itself. 

Twenty years ago many of those who had come 
apparently unscathed through the War set about 
their readjustment to civil life. Their injured mental 
state was unrecognized, partly on account of the 
unpreparedness of the medical profession for the 
early diagnosis and prevention of the psychoneuroses, 








but more on account of the courage of the men them- 
selves in refusing to dwell on those memories which 
were noxious. They were unpensionable, and, worse 
still, they were in many cases uneducated, and on 
account of youth and other reasons were dependent 
upon outside assistance for their sustenance. 
Rivers, in his book “Instinct and the Unconscious”, 
well defines the condition: “While increase in the 
activity of instinctive tendencies thus plays an 
important part in the production of neurosis, this 
part is, as a- rule, overshadowed by the second 
Both 
in peace and war the immediate factor in the pro- 


factor—weakening of the controlling forces. 


duction of neurosis is weakening of control by 
shock, illness or fatigue.” 

Those who are privileged to attend the various 
reunions of returned soldiers and have eyes to see 
will never fail to appreciate a note of sadness 
running through Those 
whose weakened control has never been regained 


the glad celebrations. 
pass through the years of civil life in a state which 
tends to make them undesirable companions: if 
they are employed they seek an explanation of 


| their inefficiency in circumstances outside them- 


| selves, and the weaker brethren loudly proclaim 








their rights as returned soldiers. The latter are 


the victims of ill-defined psychoneuroses. Those 
whose post-war life has been more or less successful 
find greater difficulty in bearing the strains of 
business competition and tend to separate them- 
selves from their fellows in the desire for peace. 
But on the great day of the reunion they meet 
their comrades in the certain knowledge that they 
are judged righteously, and in the joy of absolution 
share in the emotional stimulus: “Give strong drink 
unto him that is ready to perish, and wine unto 
those that be of heavy hearts”. 

Recently the Legacy Club of New South Wales 
decided to found a home where those for whom no 
provision has been made may find rest and peace 
from the competitive;.struggle of life. It may be 
said that such an object comes within the province 
of the Government, but the appalling costs of social 
services in this country make further demands on 
the Commonwealth or States difficult and perhaps 
undesirable. Before the Rotary Club embarked on 
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its programme for the care of crippled children it 
made a complete survey of the numbers of these 
children and their needs. We do not know what 


preliminary investigation has been made into the | 
urinary tract which wefe encountered at the Mount 


conditions of the aged returned soldiers, but it 
would seem desirable to make a thorough survey of 
the requirements, and since the problem is also in 
great part medical, much important information 
might be obtainable from the medical profession. 
The appeal of the Legacy Club has been supported 
with enthusiasm by many soldiers’ 
organizations, but it should extend beyond them to 
those who through no fault of their own were not 
subjected to the strain of war. 


returned 


Current Comment. 


BACILLUS FRIEDLANDER INFECTIONS OF THE 
URINARY TRACT. 


In the year 1883, when Friedlander discovered an 
encapsulated diplobacillus in smears made post 


lungs, the cause of 
lobar pneumonia was still in doubt, and 
Friedlinder’s organism was called Bacillus 
pneumoniae. Three years later Weichselbaum showed 


mortem from pneumonic 


artificially fed infants, and frequently present in 


the feces of adults. Severe cases of pyelitis in 

infants are sometimes caused by this organism. 
Baehr, Schwartzman and Greenspan report 52 

cases of Bacillus Friedlinder infection of the 


Sinai Hospital among 200 consecutive infections 
due to this organism. In this series Friedlander’s 
bacillus was most commonly found in _ intra- 
abdominal suppurations due to perforating lesions 
of the appendix or intestines. The second most 
common site of infection was the urinary tract. In 
the 52 cases of urinary infection pure cultures were 
obtained in 39 instances, and mixed cultures with 
one or more organisms in the remaining 13. The 
organisms associated with Bacillus Friedlinder 
were Bacillus coli, Bacillus alkaligenes, Bacillus 
pyocyaneus and the enterococcus. Mechanical 
factors which cause stasis predispose the urinary 
tract to infection of this type. In all but six of 
the cases in this series mechanical urinary stasis 
was present. In 38 of the 52 cases urinary calculi 
were found. The mortality rate of primary Bacillus 
Friedlinder infection of the urinary tract appears 
to be a high one. Of the 52 patients described in the 
Mount Sinai Hospital series, nine died of their infec- 
tions, a mortality rate of 17%. In four of the nine 
fatal cases bacteriemia was demonstrated by blood 
cultures during life. 

In the. opinion of Baehr, Schwartzman and 
Greenspan the frequency and clinical significance 
of Bacillus Friedlinder infections of the urinary 
tract are not appreciated. They suggest that this 


| bacillus may fail to be identified because of its 


that the cause of lobar pneumonia was the Diplo- | 


coccus pneumonie of Fraenkel. 
Friedlinder’s organism continues to be called the 
Bacillus pneumonia or the pneumobacillus, and 
even its scientific designation is Klebsiella 
pneumonia. There is much in a name, whatever 
Shakespeare may have implied to the contrary, and 
for the past fifty-four years Friedlinder’s pneumo- 
bacillus has been associated in the minds of 
physicians with infections of the respiratory tract. 
It is quite commonly found in the respiratory tract, 


In spite of this, | 


where it usually leads a parasitic existence; it is | 


seldom responsible for lower respiratory infections, 
though bacilli of the same group are associated 
with ozena and rhinoscleroma. George Baehr, 
Gregory Schwartzman and Edward B. Greenspan’ 
state that in their experience the lung is one of the 
rarest sites of infection with this organism. They 
remark that the diplobacilli found by Friedlander 
probably represented a post mortem contamination 
of the lungs with intestinal contents or alternatively 
a secondary preagonal invasion. In their opinion 
the bacillus of Friedlander belongs to the intestinal 
flora. Dudgeon found it in the stools of 55% of 
persons. Kendall considered it an almost constant 
inhabitant of the intestinal tract of breast-fed 
infants, common in the 





aeoareas of the Mount Sinai Hospital, New York, March-April, 
1938. 


intestinal contents of | 


resemblance to Bacillus coli. It is a Gram-negative 
non-motile bacillus, forming acid and gas in the same 
sugar media as some strains of Bacillus coli. In 
the body the organism takes the form of short 
ovoid diplobacilli, surrounded by large capsules; 
in culture it is pleomerphic. Unless smears of the 
urinary deposit atedstained with a capsule stain, 
or the mucoid character of the pus or its growth on 
solid media is observed, the organism may be con- 
fused with the colon bacillus. The demarcation of 
the Friedlander group from other groups of encap- 
sulated Gram-negative bacilli is by no means clear. 

In spite of these difficulties, or better, because of 
them, all strains of Gram-negative bacilli isolated 
from the urine of patients with pyelitis should be 
examined as fully as laboratory facilities permit. 
The authors do no ss the therapy of Bacillus 
Friedlinder infections of the urinary tract; but 
there is no doubt that the treatment of pyelitis 
must ultimately be improved by a careful examina- 
tion of the causal organism in each case. 

During the past fourteen years various workers 
have studied the antigenic structure of Bacillus 
Friedlinder. Its immunological reactions depend 
on the presence of a polysaccharide in the capsule 
and a nucleo-protein in the soma. Three serological 
types have been identified; there remains a hetero- 
geneous group of strains not yet differentiated. 
Specific type sera have been prepared which will 
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protect mice against infection with the correspond- 
ing organism. A curious fact is that the B type of 
Friedlander’s bacillus and the Type II pneumo- 


coecus have certain immunological properties in. 


common: the polysaccharides in the capsules of the 
two organisms appear to be closely allied, though 
not absolutely identical. Pneumococcus Type II 
serum will agglutinate Friedlinder’s bacillus Type B 
and will protect mice against infection with that 
organism. It is possible that further work of this 
quality will lead to the discovery of a specific 
treatment for these severe and often fatal infections. 





THE EFFECTS OF TOBACCO ON THE CIRCULATION. 


Smoxine is probably becoming a more general 
habit year by year. Once a ritual for occasions, it 
is now almost a concomitant of daily life for many 
people. The schoolgirl probably smokes as 
frequently as the schoolboy, and both are much 
less furtive than formerly, since their parents often 
countenance or at least wink at the habit. At the 
same time there is a growing body of opinion among 
the members of the medical profession and the lay 
public alike that smoking is harmful and that it has 
deleterious effects upon the function and structure 
of the components of the vascular system. C. H. 
Thienes and E. M. Butt have carried out yet another 
series of experimental researches on animals, in 
an endeavour to reach a conclusion as to the effect 
of nicotine ‘on animals such as the rat and the 
rabbit.1 They point out that much of the published 
experimental work is inadequately controlled and 
that the conclusions reached are therefore 
unwarranted. They first summarize the literature 
and recall that over thirty-five years ago degenera- 
tive changes were described in the vagus nerves of 
dogs poisoned with salts of nicotine, but no lesions 
were found in the heart musclt. Following this 
many writers described changes in the media of 
the aorta of rabbits dosed with nicotine or tobacco 
smoke. All early writers seemed to agree that 
degeneration occurred in the middle aortic coat. 
Then hypertension took the field and controversy 
concerned itself with the differences between the 
blood pressures of smokers and non-smokers, When 
coronary disease began to assume the important 
place it now holds in medical thought and interest, 
it was reported that high percentages of the suf- 
ferers from coronary disease were smokers, and 
many cases of angina pectoris excited or enhanced 
by tobacco were quoted. At this stage in history, 
some twenty odd years ago, myocardial changes 
were described in rabbits injected with nicotine. 
Thromboangiitis obliterans and peptic ulcer, 
especially the former, have been the subjects of 
communications again and again as regards their 
relation to smoking, and in the case of Buerger’s 
disease at least there is strong statistical evidence 





‘American Journal of. the Medical Sciences, April, 1938. 








in favour of such a relationship. Further work done 
on animals at later periods seemed to show that 
animals frequently displayed*vascular changes after 
administration of nicotine. There was also the 
clinical series of experiments carried out by several 
workers on the variations in skin temperature of the 
extremities associated. with smoking. Among the 
more recent work iswthe production of gangrene 
of the toes in rats chronically poisoned by an extract 
of tobacco. Thienes and Butt do not accept the 
claims of much of this experimental work. They 
point out that the various experimenters failed to 
control their work adequately and did not adopt 
standard methods whereby the effect of such con- 
ditions as weather, diet, infection and general 
handling could be taken into consideration. 

The test animals received daily injections of nico- 
tine dissolved in normal saline solution, and in all 
cases the dose was so adjusted as to cause mild con- 
vulsive attacks. Litter mates and closely related 
animals were used as controls and injected with 
normal saline solution only. One remarkable result 
was observed in some of the controls, namely, the 
occurrence of gangrene of the toes. The fact that this 
change as well as the more familiar vascular 
degeneration sometimes found in laboratory animals 
took place apparently spontaneously vitiates the 
results of other workers quoted above. In view 
of these experiences Thienes and Butt doubt the 
validity of some of the previously published work 
on the action of nicotine on animals. Further 
discussing the literature on the subject of the effect 
of smoking on the human vascular system, they 
consider that unwarranted conclusions have been 
drawn from the observed facts. They agree that 
vasoconstriction can be shown to be common during 
or after smoking, and they are willing to accept 
the view that this is caused by nicotine and that 
this effect may be due to stimulation of the adrenal 
medulla. On the assumption that a vascular 
disease exists, it is reasonable to believe that such 
additional vasoconstriction as may be due to 
tobacco might be unwelcome or even dangerous; but 
as regards the coronary vessels of the heart there 
is little available evidence. Anginal attacks appear 
to be induced by smoking in some cases, but they 
might be due to peripheral vasoconstriction or at 
least to the liberation of adrenaline. In view of 
these doubts the authors state that smoking prob- 
ably does not produce organic disease of the heart. 
This statement seems to be rather dogmatic. After 
all, we have little convincing proof that the heart 
is primarily affected by smoking ; but when we admit 
that nicotine may affect the circulation in the limb 
or the retina or perhaps the digestive tract, it is 
surely risky to state that it does not affect the 
coronary system. At present we must agree that 
the experimental evidence of the effect of tobacco is 
not all to be taken on its face value, and that, 
although we know some potentially harmful effects 
of the habit of smoking, the whole story is not yet 
told and we must suspend judgement, especially 
as regards the heart itself... 
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Gbstracts from Current 
Wevdical Literature, 


RADIOLOGY. 


Hernia of the Mediastinum. 


H. P. Dovs and H. C. Jones 
(American Journal of Roentgenology, 
August, 1937), in discussing medias- 
tinal hernia occurring in collapse 
therapy, state that because the hernia 
is greatest in size at the time of full 
expiration, films should be made in 
suspected cases at this interval rather 
than the usual time of full inspiration. 
Small mediastinal hernie may be 
missed when films are made in the 
usual manner. Films taken in expira- 
tion show a shadow of decreased 
density with a convex lateral border. 
This emerges from the shadow of the 
great vessels above and proceeds 
laterally and downwards, gradually 
merging with the shadow of the spine 
and great vessels below. It is more 
common in young persons in whom 
the mediastinum is easily displaced. In 
most instances, the hernia develops 
through a weak spot in the upper 
anterior part of the mediastinum, 
and extends into the right side 
of the chest from a _ left-sided 
pneumothorax. Hernie are more 
common when the _ intrathoracic 
pressure is high, but may occur even 
with negative pressure. Dyspnea and 
pain in the chest are the most 
prominent symptoms complained of by 
the patient. Treatment will depend 
upon the urgency of the case at hand. 
If the symptoms are severe, it may 
be necessary to remove air from the 
pleural cavity at once. A reduction in 
the quantity of air given and a 
decrease in the frequency of injection 
will usually cause a disappearance of 
the hernia. Once the hernia has dis- 
appeared, it does not tend to recur 
and collapse therapy can be carried 
on with caution. 


The Diagnosis and Treatment of 
Cancer of the Lung. 


A. C. Curistie (The British Journal 
of Radiology, March, 1937) states that 
it is of special importance to emphasize 
the symptoms of bronchogenic car- 
cinoma, because if the treatment of 
this disease is to be improved, a diag- 
nosis must be made much earlier than 
has been the rule in the past. Most 
observers agree that cough is the most 
common early symptom. There is 
nothing characteristic about it, but 
when cough arises in a person at or 
beyond middle age and is persistent, 
its serious possibilities should be kept 
in mind. Pain in the chest, which may 
or may not be accompanied by cough, 
is the next most important early 
symptom. It may be only a sense of 
heaviness or a dull ache which the 
patient refers to some particular 
locality, or it may be sharp and 
lancinating. The third symptom is 
dyspnea, which may amount to short- 





ness of breath or only to a feeling of 
inability to fill the lungs with air. 
The fourth important symptom is 
hemoptysis. Sometimes this is the 
very first indication of the patient’s 
illness. It may be only a slight tinging 
of the sputum or a hemorrhage of 
considerable amount. A _ persistent 
cough with the bringing up of a small 
amount of sputum, which is sometimes 
blood-tinged, accompanied by moderate 
dyspnea and pain in the chest, 
especially if these symptoms occur in 
a patient of forty years of age or more, 
should immediately bring to mind 
carcinoma of a bronchus. 


The Réntgenological Aspects of 
Chronic Gastritis. 


ALoys ANSPRENGER and B. R. KirKLINn 
(American Journal of Roentgenology. 
October, 1937) analyse critically the 
Réntgenological diagnosis of chronic 
gastritis. They conclude that negative 
Réntgenological findings do not rule 
out the presence of gastritis. Even 
stomachs in which severe changes are 
found gastroscopically and clinically 
may escape Réntgenological diagnosis. 
Only a small percentage of cases of 
gastritis can be diagnosed by X rays. 
Slight changes cannot be _ seen. 
Mucosal atrophy cannot be demon- 
strated. The most important and 
frequent Réntgenological sign of 
gastritis is the presence of localized, 
ragged, irregular hypertrophic mucosal 
folds. Indirect signs must be inter- 
preted with great caution, and are 
significant only when associated with 
more definite findings. 


The Importance of Radiology in the 
Early Diagnosis of Bone Tumours. 


J. F. Beattsrorp (The British Journal 
of Radiology, March, 1937) discusses 
the numerous types of tumours of bone 
and states that the pathologist who 
sections the vertebral column of every 
subject which he examines finds that 
angioma is the commonest lesion 
present. Angioma of the vertebre 
is comparatively infrequently found 
radiographically. Its appearances are 
characteristic. The involved vertebra 
has a body which has a slightly greater 
transverse diameter and slightly less 
depth than the normal vertebre above 
or below. If the spinous and trans- 
verse processes are involved, their 
dimensions will also be greater than 
the normal. The angiomatous bone is 
less dense than the normal, it has no 
compact tissue, and a very coarse but 
regular trabeculation is seen in 
contrast with the general ground-glass 
appearance of normal bone. These 
coarse trabeculations follow the direc- 
tion of the normal bone striations, so 
that in the antero-posterior radio- 
graph they appear to be vertical in 
the bodies, horizontal in the trans- 
verse processes, and end on in the 
spinous processes. They give the 
affected vertebra a semi-translucent 
radiographic appearance, such as 
might be expected to be seen by trans- 
mitted light in young bones which 
have been cleared in xylol. The 





lesion which most closely simulates 
and may be mistaken for angioma of 
the vertebre is the fibrous type of 
Paget’s disease, but this does not 
produce the uniform semi-trans]ucent 
appearance, and other evidence of the 
disease may be found elsewhere in the 
skeleton. 


Some Observations on Osteo- 
chondromata. 


R. E. Roperts (The British Journal 
of Radiology, March, 1937) cails atten- 
tion to the fact that not infrequently a 
radiograph of the carpus taken a few 
weeks after an injury may reveal a 
central cavity in the scaphoid in cases 
in which radiographs taken imme. 
diately after the injury have shown no 
evidence of fracture. These cavities 
have been loosely termed “traumatic 
cysts”. It is becoming more widely 
appreciated that in the routine radio- 
graphs of a wrist (usually an antero- 
posterior stereoscopic and a later. 
view), failure to find a _ fracture 
of the carpal scaphoid does not 
necessarily exclude a fracture. In 
such cases fine fractures can frequently 
be demonstrated by taking further 
views in an oblique plane. It is not, 
therefore, correct to regard these 
scaphoid cysts as occurring without 
previous fractures, unless extra radio- 
graphs have been taken in this plane. 
It seems probable that many such 
cysts are the result of non-union of a 
fracture, even though no fracture was 
demonstrated originally. In addition 
to the hyperemic decalcification conse- 
quent on the injury, incomplete 
immobilization of the fracture will 
produce a tearing of the delicate capil- 
lary blood vessels and young connec- 
tive tissue which is attempting to 
bridge the gap. The result of this, and 
of the repeated traumatism insepar- 
able from incomplete fixation, is that 
the adjacent fractured surfaces of the 
bone become decalcified and the frac- 
ture becomes represented by a cavity, 
the adjacent bone becoming concave. 
Similar, though grosser, appearances 
may be seen in fractures of the 
femoral neck when the limb has been 
incompletely immobilized. 


Spontaneous Pneumothorax. 


D. E. Exneitcn and A. ScHomer 
(Radiology, April, 1938) consider that 
the occurrence of idiopathic spon- 
taneous pneumothorax depends on the 
position of a visceral pleural defect 
during natural “wear and tear”. They 
assume that no matter what the cause 
of a pleural and lung laceration, the 
location is the factor that determines 
whether or not pneumothorax occurs. 
The size of the laceration is not a 
determining factor. Osler -states that 
pneumothorax rarely follows fracture 
of the ribs, even though the lung may 
be torn. On the other hand, a very 
small laceration in the appropriate 
place will produce it. If the tear, be 
it small or large, involves bronchi, 
bronchioles, respiratory bronchioles, or 
even alveoli lining the wall of a 
respiratory bronchiole, then the atmos- 
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pherie pressure in the trachea and 
bronchi by fairly direct communication 
exerts sufficient force to drive air into 
the pleural cavity and cause a pneu- 
mothorax. On the other hand a lacera- 
tion may involve numerous intercom- 
municating alveoli. without produeing 
a pneumothorax. This is due to the 
fact that the communication of these 
alveoli with the atmospheric pressure 
in the trachea and bronchi is very 
remote and that the air pressure in 
these alveoli is negligible. The authors 
are of the opinion that in normal 
respiration the gliding of visceral over 
parietal pleura causes a continuous 
shedding and regeneration of the 
pleural mesothelium. A slight defect 
in the regeneration, if it occurs in a 
lung lobule or lobules involving one 
or more bronchioles as described 
above, when accompanied by a respira- 
tory effort of greater or lesser severity, 
will cause a tear in the visceral pleura 
and a pneumothorax will follow. The 
improbability of the occurrence of such 
an accident in such a position is what 
makes true “idiopathic” spontaneous 
pneumothorax so rare. 





PHYSICAL THERAPY. 


Treatment of Subacute and Chronic 
Sinusitis by Réntgen Radiation. 


H. Brooxs Smiru and A. C. NICKEL 
(American Journal of Roentgenology, 
February, 1938) describe the treat- 
ment with X rays of three groups of 
patients with sinusitis. The first 
group consisted of patients who pre- 
sented themselves because of the usual 
symptoms of sinus disease, including 
a large quantity of thin, watery dis- 
charge from the nose. In these cases 
the appearance of the nasal mucous 
membrane was that of the acute stage 
of a vasomotor rhinitis, but none was 
acute, the symptoms. having been 
present for several months or more. 
No surgical operations had been per- 
formed in these cases. The second 
group consisted of patients who 
had had previous operative pro- 
cedures such as antrostomy, removal 
of polypi, turbinectomies et cetera, 
with only partial alleviation of 
symptoms. The discharge in these 
cases ranged from the thickened puru- 
lent discharge to the same thin, 
watery secretion seen in the first 
group. The membranous linings were 
red and raw. The third group con- 
sisted of patients who complained of 
heavy catarrhal postnasal drip upon 
arising in the morning, coupled with 
more or less sinus headache when 
climatic conditions were unfavourable. 
In these the membranes approached 
the normal pinkish grey colour; some 
bogginess could be observed. All 
patients were treated with similar 
X ray dosages, but not all had the 
same number of treatments. The 
results in every case were good. The 
best results were obtained in the first 
group, improvement being obtained in 
100% of cases. All seven of these 





patients stated that the nasal discharge 
was completely gone, or lessened. The 
nasal mucosa was less swollen and red, 
and became glistening pinkish grey in 
colour, the air passages were open 
instead of blocked. In the second 
group improvement was noted in seven 
of the eight cases. Improvement in 
these cases was taken to mean sub- 
sidence of purulent discharge and 
diminution of headache. All seven of 
these patients had had purulent nasal 
discharge before treatment, and al! 
seven showed a lessening or complete 
disappearance of discharge following 
X ray treatment. The third group, 
which naturally included most of the 
old chronic cases, showed the least 
improvement. 


Radiation Treatment of Herpes 
Simplex. 


WENDELL C. Hatt (American Journal 
of Roentgenology, March, 1938) 
observes that reports on the use of 
Réntgen irradiation in herpes simpler 
are few in number. Lassueur com- 
menced treating recurring facial 
herpes with X rays in 1908. He had 
treated thirty-seven patients when he 
published his report in 1928, and 
stated that radiotherapy gave the most 
satisfactory results of any form of 
treatment in this condition. He was 
able to cause a disappearance of the 
herpes in at least 50% of his patients. 
Fifteen patients have been treated for 
herpes simplex in the Department of 
Radiology of the Pennsylvania Hos- 
pital. All of these had herpes labialis; 
several had more than one lesion at 
various times. In one patient the 
herpetic lesions appeared each month 
during the menstrual period, but in 
most of them no obvious cause for the 
eruptions could be found. The tech- 
nique formerly used consisted of 
irradiation of an area over the cervical 
nerve roots as well as of an area over 
the local lesion. The earlier the lesion 
was treated, the better the result 
obtained. Even in lesions forty-eight 
hours old the treatment tended to 
hasten drying of vesicles and to 
shorten the course of the affliction. In 
early cases it was not unusual for the 
tingling sensation to disappear within 
three hours and for the inflammatory 
reaction to be gone within six to eight 
hours. All of the patients seemed to 
be definitely benefited by Réntgen 
therapy. In two or three cases the 
results were not so striking, although 
the course of the disease was undoubt- 
edly shortened by this treatment. 


Réntgenological Treatment of 
Lymphadenoma. 


N. S. Finzrt (The American Journal 
of Roentgenology, February, 1938) 
points out that in its early stages 
lymphadenoma is a local disease; and 
that in these early stages Réntgeno- 
logical treatment will arrest the 
majority of lesions for many years. 
The first step to be taken when the 
presence of lymphadenoma is sus- 


‘ pected is the excision of a gland 








complete with its capsule for histo- 
logical examination. If lymphadenoma 
is present, X ray treatment should be 
commenced at once. The technique 
advocated by the author is to give a 
tissue dose of 800 r to the deepest part 
of the affected area in the course of a 
week, using 200 kilovolts with filter 
of 0-5 millimetre of copper. After this 
initial, course of treatment, which is 
generally directed to the neck or 
groin, a dose of 1,100 r must be given 
to the deepest part of the mediastinum 
or other lymph drainage area. After 
an interval of six to eight weeks the 
course is repeated, slightly smaller 
doses being used. After a further 
interval of three months the dose is 
again repeated. The author has treated 
patients who have remained well for 
as long as eighteen years after a 
diagnosis had been made. The 
majority of patients referred to the 
radiotherapist, however, have more 
than one group of glands involved and 
the disease is disseminated. The 
author believes that Réntgenological 
therapy will often keep these patients 
alive and in health for many years. 
The technique used by him is to give 
general irradiation of large areas, 
such as the neck or thorax, with small 
doses of 15 to 60 r daily. Sometimes 
this is supplemented by irradiation of 
separate groups of glands, liver, spleen 
or deposits in bone. 


Method in Radiotherapy. 


A. U. Dessarprins (Radiology, 
January, 1938) points out that as the 
trend towards higher and higher 
voltages in deep X ray therapy has 
developed (particularly in the United 
States of America), the emphasis on 
penetration has become so great that 
other important factors are over- 
looked entirely or do not receive the 
attention they deserve. The quality of 
his apparatus is an important factor 
in the armamentarium of the radio- 
therapist; but a still more important 
factor is the training and skill of the 
radiotherapist himself. The quantita- 
tive dose of rays is generally regarded 
as the most important factor in the 
treatment; but another factor just as 
important and sometimes more impor- 
tant is the method or scheme of 
irradiation.. By this is meant the 
number of fields of irradiation or 
beams of rays, and the direction of the 
several beams with reference to the 
anatomical situation and extent of the 
pathological process. For example, in 
the case of a malignant neoplasm of 
the mediastinum, the writer advocates 
at least four fields, two anterior and 
two posterior, converging on the 
mediastinum. Of course the larger the 
number of fields of irradiation, the 
more care is necessary to direct the 
beams; accurately and to arrange the 
dose per field and the total dose so as 
not to cause irreparable injury to 
adjacent normal structures. In the 
ease of abdominal actinomycosis, 
tuberculous peritonitis or lymphoblas- 
toma of the retroperitoneal nodes, the 
main requirement in treatment is the 
delivery of a moderate quantity only 
of X rays. 
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British MWevdical Association Mews. 


SCIENTIFIC. 


A meetIne of the New South Wales Branch of the British 
Medical Association was held on April 14, 1938, at the 
Royal Alexandra Hospital for Children. The meeting took 
the form of a number of clinical demonstrations by 
members of the honorary staff. 


Gigantism, Hypergonadism and Acromegaly. 


Dr. Lorrmer Dops showed a boy, aged eleven years, who 
was referred for investigation because of his obvious 
gigantism. His maternal grandfather was grossly obese, 
his paternal aunt suffered from thyreotoxicosis, and his 
father, whose height was 185 centimetres (six feet two 
inches), was nearly 180 centimetres (six feet) in height 
at fourteen years of age. The boy suffered an attack 
of pneumonia at two years, and although of normal propor- 
tions during his infancy, became unduly fat at about 
four years of age. His paretits reported that this obesity 
had persisted until he was nine years old and that at this 
age he presented the appearance of an obese boy of approxi- 
mately normal height and genital development for his age. 
During the two years prior to the meeting, and more par- 
ticularly during the following eighteen months, his 
skeletal and genital growth was surprisingly rapid and 
there was an equally rapid development of his secondary 
sex characteristics. Dr. Dods said that it seemed probable 
that his rapid genital development had become obvious 
about six months before his sudden increase in skeletal 
growth. 

His parents stated that hfs movements had always been 
slow and clumsy, that he was lacking in self-reliance and 
was prone to dream states and unexplained emotional dis- 
turbances. There’was no history of headaches, polydipsia, 
polyuria, undue diencephalic 
disturbances. 

Physically this boy exhibited the body proportions of an 
adult male, his height being 168 centimetres (five feet 
seven and a quarter inches), his measurement from 
symphysis to soles 85 centimetres (two feet ten and a half 
inches), his span 170 centimetres (five feet eight inches), 
and his weight 62 kilograms (168 pounds). Dr. Dods 
pointed out that a height of 145 centimetres (four feet 
ten inches) and a weight of 32 kilograms (86 pounds) 
might be accepted as approximately normal for a boy of 
eleven years. His genital development, axillary, pubic 
and. gluteal hair, his voice and the presence of hair on 
his upper lip represented the sexual characteristics of 
late adolescence. 

The boy had shown very little response to his school 
education, but had a vivid imagination, was very observant 
and had many interests remote from school work. His 
large hands and feet, the thickened and coarse skin of 
his face, his general facial appearance, the enlargement of 
his mandible, and the widening of his mandibular angle, 
all suggested acromegaly. His hands were thick and wide 
(Marie’s main-en-large rather than the main-en-long 
which might be expected in a boy whose early changes 
occurred before epiphyseal closure); his thickened fingers 
were somewhat tapered and his finger-nails were unduly 
brittle. There was some slight generalized enlargement 
of his thyreoid gland, and his skin tended to be dry and 
thickened. His deep-set eyes showed coarse lateral 
nystagmus, and there was an internal strabismus of his 
right eye which was first noticed when he was twelve 
months old. His fundi appeared to be normal, but his 
fields of vision, although probably normal, were in doubt 
for the time, because of his lack of consistent cooperation 
during tests. 

Although his hand movements were slow and somewhat 
clumsy, and although occasionally he walked with an 
unsteady sway, he could stand well in both tandem 
positions and showed no obvious muscular incoordination 
or hypotonia. 

Radiographic examination-of his skeleton suggested an 
osseous age of more than twenty years (almost twice 


somnolence or other 





his chronological age). Radiographs of his skull revealed 
some thickening of the calvarium, widening of the orbits, 
pronounced enlargement of the paranasal sinuses, a pro- 
portionately large sella turcica of normal configuration, 
a congenital lacunar defect in the left temporo-frontal 
region, a large mandible, and a widening of the mandibular 
angle so marked as to make occlusion of the incisor teeth 
impossible. There was no radiographic evidence of 
increased intracranial pressure, and X ray examination 
of the chest did not reveal any thymic enlargement. 

The systolic blood pressure was found to be 120 milli- 
metres of mercury and the diastolic pressure approximately 
80 millimetres. The Wassermann test elicited no response 
in the blood, and the hlood cholesterol was estimated as 
216 milligrammes per 100 cubic centimetres. - There was 
no obvious disturbance of the fluid intake and urinary 
output proportion, and the carbohydrate tolerance was 
apparently normal. 

Dr. Dods said that unfortunately there had been little 
epportunity for the full study of this case, and he fully 
realized that it was impossible to form any exact con- 
clusions without further observations and investigations. 
The acromegalic features and the skeletal overgrowth 
suggested over-activity of the eosinophile cells of the adeno- 
hypophysis: either a functional disturbance of these cells 
(with or without some obvious hyperplasia) or a frank 
eosinophile adenoma, which was a rare finding at the 
patient’s age. It -was probable that the premature 
epiphyseal closure resulting from the boy’s early hyper- 
gonadism would protect him from true gigantism, and that 
the main disabilities which had to be kept in mind when 
considering his treatment were: (a) the discomforts of 
acromegaly per se and (b) the risks of possible pressure 
from an eosinophile adenoma, the presence of which, 
although suspected, remained not proven. 

During the four months ending in February, 1938, there 
had been an obvious increase in this boy’s acromegalic 
features, and it was decided to irradiate his adeno- 
hypophysis. He had just completed his first course of 
treatment, which had been carried out under Dr. Nisbet's 
direction at the Sydney Hospital. 


Hyperthyreoidism. 


Dr. Dods’s second patient was a girl, aged ten years, 
who had suffered from measles and pertussis during her 
sixth year; ever since these infections she had been unduly 
thin and very nervous, and had complained of being tired 
and breathless after very slight exertion. Apparently her 
mother had suffered »from albuminuria of pregnancy 
necessitating induction of labour about three weeks before 
term; but the child’s, progress during infancy had been 
normal, There was no family history of goitre or other 
obvious endocrinopathy. During the past two years her 
parents had noticed an undue fullness of her neck and 
some prominence of lier eyes. 

At the time of her admission to hospital, on January 18, 
1938, she was exceedingly thin, her eyes were unduly 
prominent, her palpebral fissures were widened and there 
was an obvious swelling in her neck, more pronounced to 
the right of the middle line. Her skin was moist, her 
hair was soft and her nails were brittle. There was no 
apparent tremor, but her extended hands were held in the 
so-called choreic position and exhibited occasional chorei- 
form movements. ° 

At this time she was ten years old, weighed 19-6 kilo- 
grams (53 pounds) and was 145 centimetres (four feet 
ten inches) in height. Dr. Dods pointed out that to con- 
form to normal standards a girl of this age and height 
should weigh a little more than 29-6 kilograms (80 pounds). 
Diffuse pulsations were visible in the third, fourth and 
fifth intercostal spaces in the left mid-clavicular line; the 
heart sounds were rapid and there was some impurity of 
the first sound at the mitral area. The systolic blood 
pressure was 110 millimetres and the diastolic blood 
pressure 60 millimetres of mercury. During the first week 
in hospital her pulse rate varied between 110 and 138 
beats per minute. . 

There was no obvious disturbance of the balance between 
the fluid intake and urinary output, and the glucose 
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tolerance curve was regarded as normal. The child’s basal 
metabolic rate was assessed in the biochemical department 
of the Royal Prince Alfred Hospital and was estimated at 
51-6 calories per square metre per hour; the figure was 
very little above the accepted normal for a child of 
similar age, of 49-5 calories per square metre per hour. 
Dr. Dods emphasized the fact that the results of basal 
metabolic estimations during infancy and childhood were 
confusing both to the biochemist and to the clinician, and 
there was a need for some reassessment of the accepted 
norms. For the past month the child had been receiving 
radiotherapy under Dr. Sear’s direction. 


Burn Contractures Treated by Skin Grafting. 


Dr. J. Stericrap showed a boy, aged two years and nine 
months, who was first admitted to hospital in November, 
1935, with contractures of four fingers of the right hand 
and of the little finger of the left hand, following a scald 
received four months before. Plastic operations were 
performed on November 21, 1935, and on December 13, 
1935. Skin grafts were made on January 7, 1936, and on 
May 22, 1936. The child was readmitted to hospital in 
July, 1937, and further skin grafts were made on the 
second, third and fourth interdigital spaces. 


Sclerema. 


Dr. J. SHEDDEN Davis showed a male infant, aged seven 
months, who had been admitted to hospital first on 
February 15, 1937, with erysipelas of the buttocks, which 
cleared up. The skin of the buttocks and the left thigh 
was found to be indurated and greyish. The child was 
readmitted to hospital on March 1, 1937, with a similar 
condition of the buttocks. Dr. Davis said that the condition 
appeared to be sclerema. 


Tuberculous Peritonitis. 


Dr. Davis next showed a boy, aged two years, who had 
been admitted to hospital on February 10, 1938. He had 
then been ill for three weeks, with anorexia, thirst and an 
enlarging abdomen. On examination the hoy appeared 
healthy and well nourished, but restless. A very firm, 
fairly mobile and slightly irregular mass, about 5-0 centi- 
metres (two inches) in diameter, was palpated in the 
right side of the hypochondrium. The mass was not 
tender. Examination of the urine and radiological exam- 
ination of the renal tract revealed no abnormality. There 
was no response to the Casoni test, and the chest was 
clear. The sedinientation rate was normal. 

The boy was operated on on February 16, 1938, for 
tuberculous peritonitis, and Dr. Davis said that he had 
been very well since. 


Arachnodactyly. 


Dr. P. L. Hiestey showed a female infant, aged nineteen 
months, who could stand but could not walk. Her legs 
would not straighten and her feet were turned in; other- 
wise she was well. 

On physical examination the child was seen to have a 
pallid, aged-looking face; she was very tall, being approxi- 
mately 90 centimetres (thirty-six inches) in height. Her 
limbs were lengthened and were in disproportion to her 
body. A keloid was present on the chin and chest, the 
result of an old burn. Parietal. bossing was seen on the 
skull; the fontanelles were closed. The circumference 
of the skull was 48 centimetres (nineteen and a quarter 
inches). The teeth were well developed. All segments of 
the limbs were very lengthened, especially the fingers and 
toes. The fingers would not fully extend, and neither would 
the knee joints. A mild degree of talipes equino-varus was 
present in both feet, with bowing and internal rotation of 
the lower ends of the tibia. The muscles were very hypo- 
tonic and rhachitic beading was present on the ribs. 

Examination of the cardio-vascular, respiratory and 
alimentary systems revealed no abnormality. 

The radiological report stated that all the bones were 
unusually long and slender; the bones of the legs and 
forearms were rather “wavy” in outline. 





Osteomyelitis ‘of the Right Femur. 


\Dr. F. C. Rogers showed a boy, aged ten years, who 
had been admitted to hospital on January 24, 1938, with 
a history of pyrexia and of pain in the right groin of 
three days’ duration. Four days later pain developed in 
the left groin, with slight limitation of movement. The 
blood sedimentation rate was increased. No abnormality 
was revealed by X ray examination. The child’s fever 
diminished and his general condition improved. On 
February 28, 1938, X ray examination suggested early 
osteomyelitis of the right femur, near the greater 
trochanter. At this time the leucocytes numbered 10,000 
per cubic millimetre. On March 24, 1938, the wall of an 
abscess was seen in the right hip, and an erosion in the 
left side was suggestive of early osteomyelitis. During the 
preceding few weeks the child had pain in the right 
elbow. On March 4, 1938, the pain was accompanied by 
swelling around the joint. The joint was aspirated and 
sterile fluid was found. 

Dr. Rogers’s next patient was a boy, aged nine years, 
who had been admitted to hospital on January 5, 1938. On 
his admission his temperature was 40°5° C. (105° F.). 
Pain had been present in the left leg for three days. 
The child was found to have leucopenia. X ray examina- 
tion of the hip at this time revealed no bony involvement. 
Staphylococcus aureus was grown on culture from the 
blood serum. X ray examination on January 19, 1938, 
revealed early osteomyelitis of the neck of the right femur, 
close to the epiphysis. On February 9, 1938, operation was 
performed, and the greater trochanter and the neck of the 
right femur were drilled. No pus was found. The child’s 
general condition improved after two transfusions, and 
he was very well. X ray examination on February 28, 
1938, revealed further necrosis of the diaphysis and 
epiphysis and separation of the sequestrum. 


Anaerobic Wound Infection. 


Dr. T. Y. Netson showed a child, aged ten months, who 
had been admitted to hospital in November, 1937, with the 
diagnosis of ulceration following tuberculous cervical 
adenitis. Eleven months previously enlarged cervical 
glands had been noticed, and five months later an abscess 
had been drained. Following this operation an ulcer had 
formed, which had gradually increased in size until at 
the time of the child’s admission to hospital there was an 
area of ulceration extending from the left ear to the 
infraclavicular region and forward as far as the submental 
region. The skin at the edges of the ulcer was thinned 
out-and undermined, showing the manner in which the 
lesion had advanced. Intradermal injection of tuberculin 
produced no reaction, and X ray examination of the lungs 
revealed irregular mottling suggestive of chronic 
bronchitis. In December anaerobic hemolytic streptococci 
were found in the discharge taken from the undermined 
edge, and excision of the whole of the advancing edge of 
the ulcer was performed with the diathermy knife.' Some 
improvement was noted after this, but it was not until 
treatment was commenced with dressings soaked in an 
emulsion of zinc peroxide, as recommended by Meleney, 
that any attempt at healing of the ulcer could be seen. 
Only limited supplies of the zinc peroxide were available, 
and after this treatment was stopped the child had been 
given transfusions of citrated blood, and at the time of 
the meeting was being treated with sulphanilamide. 

Dr. Nelson pointed out that the condition had to be 
distinguished from progressive post-operative gangrene 
of the skin, which, as Meleney had shown, was due to 
the synergistic activity of a specific non-hemolytic strepto- 
coccus with a non-specific.staphylococcus introduced from 
without. The condition uStially occurred after operations 
for appendicitis or empyema, and was characterized by a 
raised, edematous, spreading edge, which was extremely 
tender. : 

Dr. Nelson next showed a boy, aged nine years, who 
had been admitted to hospital on November 29, 1937, 
suffering from superficial infection of the tissues over the 
right knee joint. Four days. previously. he had fallen 
over and another boy had fallen on him, inflicting a 
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punctured wound on the outer aspect of the knee with his 
incisor teeth. The knee had become swollen and tender, 
and at operation on the day of the child’s admission to 
hospital pus was evacuated through two incisions above 
the knee joint. Cultures from this pus resulted in a 
growth of hemolytic streptococci. The wounds continued 
to discharge, and required further drainage on December 16. 
Four days later the child’s condition had become much 
worse. The temperature had risen to 39-5° C. (103° F.) 
and the pulse rate to 160 per minute, and an offensive 
frothy discharge was noticed in the wound. Cultures 
taken at this time resulted in growths of staphylococci 
and of gas-forming streptococci. Crepitation was present 
around the wound, and gas was seen in the radiograph. 
The tissues were widely opened and superficial- X ray 
therapy was carried out during the next two days, with 
improvement in the general condition. The boy recovered, 
with some limitation of movement in the knee joint. 


Metastatic Cerebral Abscess. 


Dr. Nelson then showed a boy, aged three years, who 
had been admitted to hospital in December, 1936, suffering 
from pneumonia. He recovered from the pneumonia, but 
empyema developed. This was drained and the child 
progressed satisfactorily until February, when he developed 
left hemiplegia and later became semi-comatose. In 
March a: cerebral abscess was drained at a depth of four 
centimetres through a trephine hole over the region of 
the right Rolandic area. After several aspirations the 
wound healed, and in May, 1937, he appeared to be cured. 
During the next six months the abscess cavity filled up 
on several occasions and was opened and drained. In 
November, 1937, the abscess cavity was widely opened and 
was found to extend deeply into the frontal lobe. In 
March, 1938, further exploration was carried out, and it 
was noted that there was no diminution in the size of the 
cavity. Dr. Nelson remarked that the only prospect of 
cure appeared to be in complete excision of the abscess. 


(To be continued.) 





MEETING OF THE FEDERAL COUNCIL. 


A meetine of the Federal Council of the British Medical 
Association in Australia was held at.the British Medical 
Association House, 135, Macquarie Street, Sydney, on 
June 11, 1938, Sir Henry Newland, the President, in the 
chair. 

Representatives. 

The following representatives of the Branches were 
present: 

New South Wales: Dr. George Bell, O.B.E., Dr. W. F. 
Simmons. 

Queensland: Dr. D. G. Croll, Dr. T. A. Price. 

South Australia: Sir Henry Newland, Dr. A. F. Stokes. 

Tasmania: Dr. 8. Gibson, M.C. 

Victoria: Dr. F. L. Davies, Dr. J. Newman Morris. 

Western Australia: Dr. F. W. Carter (as substitute 
for Dr. D. M. McWhae), Dr, D. D. Paton. 

The General Secretary, Dr. J. G. Hunter, and the 
Assistant General Secretary, Dr. H. Hunter, were also 
present. 

An invitation had been issued to each Branch Council 
to send a general practitioner representative to the meet- 
ing for the purpose of placing before it the views of 
general practitioners on the subject of national health 
insurance. The following general practitioner repre- 
sentatives attended: 

New South Wales: Dr. H. R. R. Grieve. 
Queensiand: Dr. M. 8. Patterson. 

South Australia: Dr. F. St. J. Poole. 
Victoria: Dr. J. H. Gowland. 

Western Australia: Dr. K. Aberdeen. 





National Health Insurance. 


After a prolonged discussion on the provisions of the 
National Health and Pensions Insurance Bill, the Federal 
Council, in view of the united opposition of the members 
of the British Medical Association in Australia to the 
proposed terms of service, decided to approach the Govern- 
ment and request a reopening of the negotiations. 





NOMINATIONS AND ELECTIONS. 


THe undermentioned have applied for election as 
members of the New South Wales Branch of the British 
Medical Association: 

Jakins, Leonore Edith, M.B. B.S., 1936 (Univ. 
Sydney), Bateman’s Bay. 

O'Reilly, Vincent John, M.B. B.S. 1936 (Univ. 
Sydney), St. Margaret’s Hospital, Bourke Street, 
Sydney. 


The undermentionéd have applied for election as 
members of the Western Australian Branch of the British 
Medical Association: 

Paroulakis, Haralambos, L.M.S.S.A., 1934 (London), 
170, St. George’s Terrace, Perth. 

Mitchell, John Allan Roy, M.B., 1918 (Univ. Sydney), 
188, St. George’s Terrace, Perth. 


eatin, 
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Correspondence. 





THE ATIOLOGY OF CHRONIC PEPTIC ULCER. 


Sm: In your issue of May 14 Dr. Rutherford Darling 
gives a very comprehensive review of the many factors 
which are held to be responsible for the formation of 
chronic peptic ulcer. He discusses the infective origin 
of ulcer at some length, but is not convinced that it is a 
causative agent. He refers to the work of Rosenow, who 
established the “specific elective affinity of certain strains 
of organisms for a particular tissue”. This specific elective 
affinity is not confined to the streptococcus, but is common 
to syphilis and tuberculosis. He refers to cocci settling 
in the mucous membrane of the stomach ‘and, finding it a 
particularly favourable site, “develop a special affinity for 
that particular orgdn. In sOme mysterious manner some 
of these gastric cocci are again liberated into the blood 
stream, and by that means eventually reach the chronic 
foci from which they were originally derived. Here they 
again come to rest, although always retaining an urge 
to return to the tissues of their adoption” et cetera. There 
is evidently some misunderstanding here as to the way 
in which chronic foci cause pathogenesis in the various 
tissues of the body. The process is the same everywhere; 
it does not matter if it is a gastric ulcer, neuritis, iritis, 
myocarditis et cetera. The organisms are living and multi- 
plying in a focus from which they are potentially cut off 
from the destructive forces of the body; from there they 
enter the blood stream and circulate till they are held 
up in the capillaries of some tissue for which they have a 
specific affinity or which is sensitized to them and there 
destroyed. This is proved by the extremely rapid improve- 
ment observed in conditions produced by foci, when those 
foci are removed, and this improvement is permanent. He 
goes on to say that “there is absolutely no proof that 
such an invasion will produce more than a temporary 
lesion”. The chief characteristic about focal infections is 
their chronicity; they are there year after year, and as 
long as they are present organisms are poured into the 
blood stream, hour by hour and day by day. These 
organisms may be adequately dealt with by the liver and 
spleen till eventually some tissue becomes sensitized to 
their toxins and they become held up and destroyed in 
that tissue. He mentions elsewhere that “there are none 
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,of the cellular and vascular reactions which are usually 
associated with the presence of bacteria, there is in fact 
no evidence that the lesions represent an infective process”. 
This may be perfectly true as regards what we have been 
taught to consider as signs of an infective process; but I 
am afraid we shall have to change our views in that 
respect. Reaction is after all relative, and we are apt to 
build up our ideas on the state of affairs which takes 
place when a tissue is invaded with a grossly infective 
organism. In the condition under review we have an 
organism which has long been invading the blood stream, 
and when it does get held up in a certain tissue the 
inflammatory response may be so poor that the micro- 
scopic appearances may not fall into line with the accepted 
idea of what is expected of it. Long ago Adami pointed 
out the different reaction of a blood-borne organism 
from that of one gaining direct entrance, so I think we 
must be cautious in saying that such and such a lesion 
is not due to the presence of organisms because we do 
not think the reaction is sufficiently marked. Every day 
of our lives we are curing all sorts of complaints, ulcers 
included, by removal of these focal infections, and after all, 
if by removal of these infections the patients get well 
and remain well, one has some grounds to assume that 
they had something to do with the cause of their trouble, 
and when perhaps one comes back with another ulcer and 
you find it is coincident with an acute flare-up in his 
antrum the position is even more strengthened. I think 
we have a perfect right to picture to ourselves organisms 
from a focus circulating in the blood stream until they 
arrive at the deeper layers of the gastric mucosa and there 
being held up and attacked, with the resulting reaction; 
if this is more or less mild it will cause some gastric 
disturbance; if more acute the acids will eat a way 
through this infected area and ulcer be produced. When 
all is said and done, our main object is to cure our patients, 
and if diligent search is made for infections and their 
removal effectually carried out, good results will be 
obtained; but, if the attitude that infections have nothing 
to do with ulcers is accepted, little attention will be paid 
to their removal and recurrences be frequent. Clinical 
observation always has been and always will be one of 
our greatest helps towards unravelling the causation of 
disease. 
Yours, etc., 
Ballarat, Sypney Pern. 
Victoria, 
May 17, 1938. 





NATIONAL HEALTH INSURANCE. 


Sm: The dissatisfaction over national health insurance 
projects arises largely from the fact that the general 
practitioner, who must carry the baby, has had so little 
part in either its conception, its maturation or its delivery. 
And the full realization of the pains and penalties of 
this sudden parenthood are, as always in such cases, a 
bit of a shock. In consequence most of us feel that the 
thing is being rushed through with almost indecent haste, 
and, like most hasty acts, will leave a residuum of dis- 
content and regret. Opportunities for open discussion 
have been few and virtually confined to city men; the 
country men do not seem to have beén much consulted. 
If so, the mileage provision would be differently framed. . 

A previous correspondent has pointed out this defect, 
and I wish to endorse his remarks. Many of us will have 
insurance patients twenty and more miles away in every 
direction; I shall have them on islands far out at sea. 
And we shall be at their call free on every occasion on 
which they wish it. It is easy to visualize what will 
happen when the periodic wave of influenza or enteritis 
sweeps through the district. We shall not be at home 
or even in town at all. Furthermore, many of these 
persons are peripatetic of habit, and their mileage will 
vary from week to week as they follow the shearing. 
It would be far fairer and better, I think, to pay us for 
mileage actually performed at a fair rate and to make 
the caller responsible for a portion of the fee. This would 





control “unnecessary” mileage, and the amount could 
always be rebated in case of haraship. 

Regarding the capitation fee, lls. is fair enough for 
basic wage earners, but I think that it should rise as 
the wage rate rises—easily arranged by a stamp duty 
on. wages, such as is used for collecting State income tax. 
It is, I think, a recognized principle that medical aid is 
valued according to the ability of the patient to pay for it. 
How else would all the specialists survive? In this regard 
it should also be taken into account that many persons 
have incomes independent of personal exertion. The 
fairest assessment would therefore be one based on net 
Federal income—a figure readily available for everyone 
in the taxation department records. 

A third defect is the failure to provide a complete 
service, and the probable failure in defining the scope of 
service. The inevitable result will be a further congestion 
of public hospital departments. My records show that the 
present scheme will relieve the family man of not more 
than 15% of his doctor’s bills. And so the mountain in 
labour will produce a mighty small mouse. 

The proposed addition of a voluntary family service is 
a wash-out, because it will let in all the “chronic” families 
while the healthy ones stay out; and it will lift only 
another 45%. There will still be the major bills for 
babies and operations; and the tax on the basic wage 
earner will be twopence in the pound; for a further penny 
we could provide a full service. 

Workers’ compensation acts in South Australia do not 
provide for medical fees. This produces a lack of equality 
which should be corrected. And does not the fact that 
friendly societies customarily pay more in the country 
postulate that country general practitioner costs are higher 
and that more is done for the dodge patients than in the 
city? Surely this fact deserves consideration. 

There are many other items which a leisurely and free 
discussion of the proposals would bring to light and to 
satisfactory settlement. It would be a good thing, I think, 
to issue for a time a separate supplement to the journal, 
for doctors only, in which we might air our views for 
one another’s private consumption. 

It might possibly occur that the end-result would be a 
complete general service for the whole insured classes, 
with provision for dependants, public health, research and 
specialist services, with relief of the public hospital problem 
to boot. Analysis of my books has convinced me that all 
this could be done by the addition of another penny in 
the pound of income to the rates already proposed, 
preferably on a sliding scale, but not necessarily so. A 
scheme providing for all these things has been submitted 
by me to the South Australian Branch council, who will 
pass it on if they think fit. It is, of course, not perfect, but 
is practicable, and forms a basis toward which we may 
work. And I understand that the greatest difficulty in 
negotiation has been the lack of data and alternative 
schemes to place before the Government. 

Meanwhile cannot we obtain a stay of proceedings until 
we have had time to think it over? Let the bill create 
a commission with power to confer medical benefits and 
to fix rates of contribution and payment and the scope 
of the benefits to be conferred. Let the organization 
proceed, and when discussion has clarified the position 
the ideal scheme will crystallize out, leaving no regrets 
or discontent behind. Then let the details of this scheme 
be fixed by regulation. It would surely be a better and 
a wiser start. 

Yours, etc., 


Port Lincoln, Cyrrit Preer, M.R.C.P. 
South Australia, 


May 28, 1938. 


Dbituarp. 


WILLIAM NATHANIEL ROBERTSON. 


We regret to announce the death of Dr. William 
Nathaniel Robertson, which occurred on June 12, 1938, at 
Brisbane, Queensland. 
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Books Received. 


er Ss i ane ge AND YOUNG ADULTS, 

J. M F.A.C.P., with chapters by 

. D., and P. 'W. Giessler, M.D., 

P.A.C.8., and an introduction by 4... B. Krause, MD.: 

Second Edition; 1938. Baltimore: C. C. Thomas. Medium 
8vo, pp. 418, with iDustrations. Price: $4. 50 net. 


MEDICAL, RESEARCH COUNCIL ms | moe PRIVY COUNCIL. 
PECIAL REPORT SERIES, A STUDY OF 
EPIDEMIC INFLUENZA, WITH. SPEciAL REFERENCE 
TO THE 1936-1937 EPIDEMIC, by C. H. Stuart-Harris, 
Cc. H. Andrewes and W. a with D. K. M. Chalmers, 
E. G. H. Cowen and D. L. Hughes; 1938. London: His 
Majesty’s Stationery Office. Medium 8vo, pp. 165. "Price: 

2s. 6d. net. 


LEAGUE OF NATIONS 
ORGANISATION 
RADIOTHERAPY 
ATLAS ee eee THE DIVISION OF CANCER OF 
THE UTERINE CERVIX INTO FOUR STAGES ACCORD- 
ING TO THE ANATOMO-CLINICAL EXTENT OF THE 
GROWTH; 1938. Geneva: scneue of Nations Publications 
Department ; Australia: H. A. Goddard. Crown 8vo, pp. 120. 
Price: 7s. 64. net. 


ANNUAL REPORT OF THE SURGEON GENERAL OF THE 
PUBLIC HEALTH SERVICE OF THE UNITED STATES 
FOR THE FISCAL YEAR 1937; 1938. Washington : 
United States Government Printing Office. Medium 8vo, 
pp. 170. Price: 60 cents 


MEDICAL RESEARCH COUNCIL OF THE PRIVY COUNCIL. 
SPECIAL REPORT SERIES No. 230: THE CHEMISTRY 
OF ANTIGENS AND ANTIBODIES, by J. R. Marrack; 
1938. London: His Majesty’s Stationery Office. Medium 
8vo, pp. 208 Price: 3s. net. 


LEAGUE OF nears Bp on a HEALTH ORGAN- 
aA AN REPORT T 


; : A 
OBTAINED IN 1930 AND PREVIOUS YEARS 
LATED IN 1936), edited by J. Heyman, M.D.; ' 
Geneva : a a Gee Department of the League of Nations ; ; 
Australia: H. A. Goddard. ~ Royal 8vo, pp. 74. 


A MANUAL OF Fantincntnne FOR NURSES, by C. Wells, M.B., 
P.R.C.8.; 1938. Edinburgh: E. and 8S. Livingstone. Crown 
8vo, pp. 417, with illustrations. Price: 10s. 6d. net. 


MAJOR ENDOCRINE DISORDERS, by 8S. L. Simpson, M.A., 
M.D., M.R.C.P., with a foreword by Sir Walter Langdon- 
Brown, M.A., M.D., F.R.C.P.; 1938. London: John Bale 
Medical Publications Limited’ Crown 8vo, pp. 194, with 
illustrations. Price: 10s. 6d. net. 

TROPICAL | ab res AND DIETETICS, by L. Nicholls, 
M.D., B.A.; 1938. London : Bailliére, Tindall and 
es, Demy 8vo, pp. 175, with illustrations. Price: 7s. 6d. 
ne 


PUBLICATIONS. HEALTH 


i, 
—- 


Diary for the Month. 





Juns 21.—New South Wales ky B.M.A. : Ethics Committee. 

Juns 22.—Victorian Branch, B.M.A.: i cil. 

June 23.—New South Wales “ET M.A.: Clinical Meeting. 

June 24.—Queensland Branch, B. 

Jung 28.—New South Wales cone BMA: Medical Politics 
Committee. 

Juns 30.—South a Branch, B. aA: Branch. 

JuNE 30.—New South W ales Branch, B. A.: Branch. 


1.—Queensiland B 
5.—New South Waller’ ei 


(Quarterly). 
6.— Victorian Branch, B.M.A.: Branch. 
6.—Western Australian Branch, B.M.A.: Council. 
7.—South Australian Branch, B.M.A.: Council. 
JuLY 8.—Queensland Branch, B.M.A.: Council. 
Juuy 12.—New South Wales Branch, B.M.A.: Organization and 
Science Committee. 
JuLy 19.—New South Wales Branch, B.M.A.: Ethics Committee. 


B.M.A.: Council 


_ 
—— 


Wevical Appointments Vacant, ete. 





For announcements of medica! appointments vacant, assistants, 
locum tenentes sought, etc., see “Advertiser”, pages xvili to xx. 


Broventon Hau. Psycurateic Ciinic, Sypney, New Sourn 
Wares: Honorary Consulting Neurosurgeon. 

Fremantte Hosprrar, Faemantie, Weerern AUSTRALIA: 
Medical Superintendent. 





Medical Appointments: Important Motice. 


MEDICAL PRACTITIONERS are requested not to apply for any 
appointment referred to in the following table without having 
first communicated with the Honorary Secretary of the Branch 
named in the first column, or with the Medica! Secretary of the 
British Medical Association, Tavistock Square, London, W.C.1. 





BRANCHES. APPOINTMENTS. 





Australian Natives’ Association. 
Ashfield and District United Friendly 


Societies 
Balmain ‘Gnited Priendiy Societies’ Dis- 
pensary. 
Leichhardt and Petersham United 
Friendly Socie ET een 
Manchester Unity Medical and 
sing I tute, Oxford Street, [. 
sor gyane Friendly Societies’ Dis- 
Limited. 
People's tial Assurance Company 
Limited. 
Phenix Mutual Provident Society. 


| ll my BL 

onorary 

135, Macquarie Street, 
Sydney. 





All Institutes or Medical —— 
Vioroaian : Hon we ———— i 0- 
Sane Medical| wutual National Provident Club. 
5A Hall, East| National Provident Association. 
elbourne. H ital ct other appointments outside 
ria. 





Brisbane ——— Friendly Societies’ 
P i Dist Hospital. 

< roserpine rict 

QUEBNSLAND: Honor- Members accepting LODGE appoint- 


ary Socnetery, B.M.A. 
 atemapd 225, Wickham Sunn 


Orrace, | | qrisbane, cae ame 


before 





SourH Avustrauiun:|4!! Lodge appeintments in South Aus- 
——— 178, North 
Terrace, Adelaide All contract Practice Appointments in 
South Australia. 





aeenen Avs- 


} 205, Batre All Contract Practice Appointments in 
George's Terrace,, la. 


estern Austral 








Editorial Motices. 


ey ~ forwarded to the office of this journal cannot 
any circumstances be returned. Original articles for- 
ee for publication are understood to be offered to Tut 
MupicaL JouRNAL oF AvusTRALIA alone, unless the contrary be 
stated. 


All communications should be addressed to the Bditor, Tx) 
Mepica, JourRNAL oF AvusTRaLia, The Prin’ House, Seamer 
Street, Glebe, New South Wales. (Telephones: MW 2651-2.) 


ay nag ye es Re eg tang ty = 





